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Abstract 
African American Women's Experience of Pregnancy Loss: 
Examining Racial Differences in Coping Strategies 
Efrat Eichenbaum 
Pamela A. Geller, Ph.D. 
vi 
Spontaneous, involuntary pregnancy loss (i.e., miscarriage and stillbirth) is a common event, 
........ 
occurring t_n ,.!IPPrDximately 10-2Q%,.of pregnancies. However, African American women 
experience pregnancy loss at more than twice the rate of any other ethnic or racial group, 
even after controlling for marital status, age, education, and income. Despite this marked 
disparity, research addressing African American women's pregnancy loss experiences is 
extremely limited. The overwhelming majority of studies concerning coping after 
.~ 
pregnancy loss has featured middle-class, mostly White participants. Therefore, little is 
known about the emotional needs and coping resources of African American women 
following a pregnancy loss. It is likely that many similarities in po~t:loss grief and coping 
exist across race. However, a number of factors (e.g., the effects of culture on grief, 
demonstrated racial differences in coping with other adverse medical events) suggest that 
some of the post-loss coping strategies used by African American women differ from White 
women's. The current study was designed to quantitatively compare African American 
women's pregnancy loss experiences, particularly their coping reactions following the loss, 
with the experiences of White women. It was hypothesized that African American women 
will endorse greater levels of religious coping, detachment and avoidance, and less use of 
support groups, in response to pregnancy loss than White women. Findings revealed that 
African-American women reported greater use of religious coping, specifically positive 
religious coping, than White women following pregnancy loss. Other hypotheses were not 
vii 
" ... 
supported. Findings may be used to informfuture intervention research. Suggestions for 
recruitment of this d ifficu It -to-ac~e.ss ~~ group - are also offered. 
• 
• 
,. 
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... 
benign (e.g., gas pains, urinary incontinence; Kavanaugh & Hershberger, 2005). In addition, 
several participants in Kavanaugh and Hershberger's (2005) sample were facing other 
distressing events at the time of the pregnancy loss (often the death of a friend or family 
member, or economic hardship). Neither of these findings is supported in the current 
, ........... - ... 
pregnancy.lo.ss research, although the authors suggest that perhaps this is because these 
'... .. phenomena have not been investigated in previous studies (Kavanaugh & Hershberger, 2005) 
Furthermore, Van and Meleis (2003) found that more than half of their sample of 
' 
African American women reported that they used avoidance (i.e., "I didn't deal with it") in 
response to pregnancy loss. This finding appears to be somewhat inconsistent with previous 
research. Avoidance is not commonly ~).scussed in review articles that outline the psychological 
effects of pregnancy loss (Brier, 1999; Friedman & Gath, 1989; Geller, et al., 2004; Klier, et al., 
2002; Lok & Neugebauer, 2007). When avoidance is mentioned in the pregnancy loss 
literature, it is often in the context of fathers' or doctors' reactions to the loss (Brier, 2008; 
DeFrain, et al., 1996; Gilbert & Smart, 1992). 
Van and Melies conducted the most recent published study addressing African American 
women's pregnancy loss experiences (2010). The authors found that older age and greater role 
satisfaction predicted less grief intensity following the loss. 
1.6 Rationale for the Current Study 
At the time the study was designed, no theory-driven, quantitative studies of African-
American women's coping strategies after pregnancy loss had been conducted. Furthermore, 
no studies designed to study the coping experiences of African American women post-
11 
pregnancy loss had used validated, reliable instruments. Finally, to date, no studies designed to 
compare any two racial/ethnic groups' coping following pregnancy loss have been conducted. 
The current study was designed to address these limitations, and to build upon the 
existing body of literature addressing the topic of pregnancy loss in African American women. 
Using a ~qmparison group design, as well as reliable measures with a strong factor structure, 
.... ...... ., 
this study was designed to explore whether the trends described in previous literature are 
clinically and statistically significant. Findings will contribute to the burgeoning knowledge base 
about a phenomenon which is considerably common, yet markedly understudied, in the African 
American population. Furthermore, the results of this study might be used to inform 
interventions with African AmericaP.• women who experience spontaneous involuntary 
pregnancy loss, and may contribute to improvements in pregnancy loss aftercare provided by 
medical professionals who work with African American women. 
It is expected that many similarities exist between African American and non-Hispanic 
White women's grief reactions and coping following pregnancy loss. However, the coping 
differences hypothesized in the current study have significant clinical and research implications. 
For example, findings can impact the advice that health care providers offer African American 
women post-loss. Furthermore, quantitatively examining coping differences by race can clarify 
whether the findings of previous quantitative studies imply that African American women have 
unique post-loss aftercare needs. 
1.7 Hypotheses 
The following hypotheses were investigated: 
12 
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Hvpothesis 1: African American women endorse greater use of religious coping, specifically 
prayer, than White women. 
Support for this hypothesis can be found within both the African American pregnancy 
• 
loss literature and in studies that address prayer, coping, and spirituality in African Americans . 
. ...... _,.. ... 
• First, the·centrality of the church and the use of religion as a coping resource is well-
. --
- .. 
documented in African Americans, particularly in African-American women (EI-Khoury et al., 
2004; Ellison & Taylor, 1996; Ferraro & Koch, 1994; Mattis, 2002). 
In addition, African Americans are more likely to use prayer to cope with dilemmas 
stemming from bereavement and medical issues, rather than with other types of hardships 
(Ellison & Taylor, 1996; Gillum & Gi'iffith, 2009). Furthermore, the use of prayer and other 
religious coping techniques following pregnancy loss was established in previous, related 
studies using qualitative research designs (Van, 2001; Van & Meleis, 2003; Kavanaugh & 
Hershberger, 2005). 
Hypothesis #2: African American women endorse greater detachment {i.e., withdrawal 
from others and self, avoidance of intimacy) in reaction to a pregnancy loss than White women. 
This hypothesis is based upon DiMarco et al.'s (2001) finding that African Americans 
endorsed higher Hogan Grief Reaction Checklist (HGRC) detachment scores than Whites in 
response to pregnancy loss. Because DiMarco et al. (2001) used a mail-in survey design and 
suffered from several methodological limitations, and because their sample was not exclusively 
female, the current study will determine whether this finding can be replicated in a sample 
comprised of females only. 
13 
Hveothesis #3: Compared with White women, African American women are mare likely to use 
avoidance in response to pregnancy loss. 
The prevalence {>50%) of avoidance in Van and Meleis's (2003) sample of African 
• 
American women who experienced pregnancy loss does not appear to be consistent with 
\, ... ">1_ 
previous literalure {Gilbert & Smart, 1992). In contrast to depression, anxiety, OCD, and grief 
--
symptoms that include emotional numbing, guilt, and the perception of "goin'g crazy," 
avoidance is not typically discussed in the literature that outlines common psychological 
' 
sequelae following pregnancy loss (Brier, 1999; Friedman & Gath, 1989; Geller, et al., 2004; 
Klier, et al., 2002; Lok & Neugebauer, 2007). Although avoidance is mentioned in some of the 
pregnancy loss literature, it is often discu~ed in the context of men's grief process following 
pregnancy loss, or in regards to doctors who are uncomfortable discussing emotional aspects of 
the loss (Brier, 2008; DeFrain, et al., 1996; Gilbert & Smart, 1992). 
Hypothesis #4: African American women will report lower use of pregnancy lass support groups 
than White women. 
The majority of the studies within the African American pregnancy loss field support this 
hypothesis, although it has not been tested directly. DiMarco et al. (2001) found that African 
American women in their study endorsed lower rates of support group use than White women. 
Kavanaugh and Hershberger (2005) found that none of their 23 low-income, African American 
participants attended a support group. Some women in Van and Meleis's (2003) study did use 
pregnancy loss support groups, but reported feeling alienated by the small number of other 
African American women in attendance (sometimes no other African Americans were present). 
14 
CHAPTER 2: METHODS 
The current study was designed to quantitatively compare African American women's 
pregnancy loss experiences, particularly coping reactions to the loss, with the experiences of 
White women. As specified in the hypotheses, it was anticipated that salient and clinically 
,"'-,..,. 
significant differences in the reactions and coping strategies of African American and White 
.. 
women following a spontaneous pregnancy loss would be found. 
2.1 Participants 
The sample size for properly powered analysis was determined to be 128 (please see 
section 3.1 for power analysis). Because the current study was designed to investigate racial 
differences in coping techniques;"We aimed to recruit two groups of participants: 64 White 
women, and 64 African American women. 
2.1.1. Inclusion Criteria 
Women who met the following criteria were eligible for the study: (a) Experiencing an 
involuntary pregnancy loss (i.e., miscarriage, stillbirth, therapeutic abortion, an ectopic 
pregnancy followed by loss, or other fetal death) in the past four years. This time frame is 
similar to those used in previous, related studies (Van, 2001; Van & Meleis, 2003); (b) Self-
identifying as African American or White/Caucasian; (c) Voluntarily agreeing to participating 
and completing the informed consent procedure; and (c) Being a non-adolescent, adult female 
in reproductive years (between ages of 19 and 55). 
2.1.2 Exclusion Criteria 
Exclusion criteria included: (a) Experiencing a pregnancy loss in the six months prior to 
the study. Because the current study investigated coping techniques that developed gradually, 
15 
and because the first six months following a loss are considered to be an emotionally volatile 
time during which coping techniques may change rapidly, the six month minimum time frame 
was established; (b) The pregnancy loss discussed in the study must not have been an elective 
abortion. The grief and coping processes that follow elective abortions have been shown to be 
,..-.. -
qualitatively~different from those in involuntary, spontaneous pregnancy loss (e.g., Charles, 
... ~ .. 
Polis, Sridhara, & Blum, 2008; Williams, 2001). Therefore, these losses were excluded in the 
current study; (c) Identifying as biracial. Because the current study investigates racial 
differences between African American and White women, the experiences of individuals who 
identify as biracial may have represented a confound. 
Incentives 
Until February, 2012, participants were offered a choice between two types of 
incentives, a Dunkin Donuts gift card, or a "care package" of scented body lotion and tea. Both 
incentives were valued at approximately five dollars. After February, 2012, the incentive was 
discontinued (the rationale for this decision is outlined in the following section). Instead, 
participants were informed that after data collection was completed, the research team would 
make a $150 donation to the March of Dimes organization. 
2.2 Recruitment and data collection 
A number of factors (e.g., the sensitivity of the subject matter, racial and ethnic 
differences between the investigator and participants, the requirement to obtain a hard-copy 
consent form, difficult-to-access participants), made recruitment for the study extremely 
challenging. The following section provides a chronological review of the various stages of 
recruitment, and the effectiveness of different recruitment methods. 
16 
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2.2.1 Recruitment and Data Collection from January, 2011- June, 2011: 
During the initial stages of data collection, recruitment took place at a number of sites. 
The research team attempted to use a diverse range of recruitment locations, including health 
• 
and educational sites within the city of Philadelphia (e.g., public and private Ob/Gyn clinics, 
\ .•. ;~ ... -
college campus locations) as well as public and community settings (e.g., public parks, high 
•"""' .. .,... M..._ 
foot-traffic streets), with the goal of enhancing the diversity of the sample and to ensure the 
generalizablity and clinical utility of findings. 
Approval for this initial recruitment strategy was granted by the Drexel University 
Medical Institutional Review Board in January, 2010, prior to the commencement of 
recruitment and data collection. .;r.. 
Flyer and website recruiting 
Informational flyers were posted in community locations (as described below)._ldentical 
information was also posted on the "Volunteers" section of Craigslist.com. Posted information 
included the title and brief description of the project, inclusion criteria, the incentive offered, 
and the researchers' contact information (please see Appendix C). 
Drexel University locations: Flyers were displayed at the Bellet and New College 
Buildings at Drexel University on the Center City Hahnemann Campus. 
High foot-trafficked streets: Within the city of Philadelphia, flyers were also displayed on 
segments of Market Street (between 23'd and Front Streets), Broad Street (between Vine and 
South Streets), South Street (between 23'd and Front Streets), Spruce Street (between 46th and 
40th St.), Baltimore Avenue (between 40th and 50th Streets), and Chestnut Street (between 
Front and 45th St.). 
17 
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Public parks: Flyers were displayed on public bulletin boards at, Rittenhouse Square 
(181h and Walnut), and Clark Park (43'd and Baltimore). The~e locations were chosen as 
advertising sites because they comprised high-foot traffic areas which were visited by diverse 
groups. No permission letter was obtained for these locations, because these are public areas 
'-_,... 
without an official owner. The public is allowed to display flyers freely at these locations. 
~- ... 
Grocery stores: Flyers were posted on the public bulletin boards of the following grocery 
stores around Philadelphia: Fresh Grocer (4001 Walnut St.), Supreme Shop N' Bag (4301 Walnut 
St.), and Trader Joe's (2121 Market St.). Grocery stores were chosen as advertising locations 
because of their public nature, and the diversity of the population which visits these stores. It 
should be notes that the thr~e. grocery stores accept Supplemental Nutrition Assistance 
Program (SNAP) vouchers, which increases the socioeconomic diversity of the clientele served 
at each store. No permission letter was obtained for grocery stores, because each store's 
.... 
bulletin board allows the public to display flyers freely at these locations. 
Churches: An attempt to engage Philadelphia-area churches during the first six months 
of recruitment largely failed. Twenty-six churches were contacted in March, 2011, and only one 
church leader (a pastor from Camphor Memorial United Methodist Church in West 
Philadelphia) agreed to post flyers on for the study on the church's campus. Unfortunately, this 
effort yielded no participants. 
When participants were recruited in any setting other than DUCOM Ob/Gyn clinics 
(e.g., recruitment from Craglist.com, public parks, grocery stores), they contacted the research 
team directly to have their eligibility assessed and to schedule a data collection session. 
Participants could contact the research team in two ways: by phone or by email. Once 
18 
• 
contacted, a member of the research team contacted the woman and assessed eligibility over 
the phone. 
Ob/Gyn clinic recruitment 
Flyers were hung on the bulletin boards of Drexel College of Medicine (DUCOM) OB/Gyn 
'"-- '\ 
clinics. Clinics for which permission to recruit was obtained included: Drexel Women's Care 
-~ -
-.... .... 
Center, Drexel Ob/Gyn Associates: Feinstein Building, Drexel Ob/Gyn Associates: Rittenhouse, 
Drexel Ob/Gyn Associates: Blackwood, and Drexel Ob/Gyn Associates: Manayunk. These clinics 
were chosen as advertising locations due to their high rate of patient usage and the 
socioeconomic and ethnic/racial diversity of the women whom they serve. 
The initial recruitment s.Jan also involved direct recruitment in Ob/Gyn clinics by clinic 
·• 
staff. Due to lack of staff interest and cooperation at some Ob/Gyn clinics, direct recruitment 
only occurred at the Drexel Women's Care Center (WCC) and Drexel Ob/Gyn Associates: 
Manayunk. 
At the WCC and Manayunk clinic, flyers were directly distributed by medical assistants 
while women were waiting for their appointments. After a woman registered and filled out 
paperwork, she was taken from the main waiting room to be triaged, and then was either 
directed to an exam room or a smaller, private waiting until a room was available. At that point, 
medical assistants handed out flyers to women, and women had the option to volunteer for the 
study if she felt she met the inclusion criteria listed on the flyer. 
Medical assistants did not verbally ask women if they met the criteria, nor did they 
require women to give a reason why they are not interested in participating. They simply 
handed out flyers and informed the women that a member of the research team was available 
I 
19 
outside of the room. After they left the triage room, interested women could approach a 
member of the research team, who was sitting in a visible location outside of the waiting room 
of private waiting area. 
Once an interested woman approached a member of the research team, the researcher 
---• 
lead t~~Y"oman. to a private room, introduced herself, and explained the study to the potential 
. - ., ..... 
participant. The researcher stressed the confidential nature of the participant's responses and 
the method of ensuring security of the data. The script used in this situation was as follows: 
"My name is ... and I am researcher in the Psychology Department at Drexel University. 
Thank you for your interest in participating in this study. There has been very little research 
about how women cope after pre9!1ancy loss, especially women from diverse backgrounds. 
The purpose of the study is to learn more about how different women experience and cope 
with pregnancy loss. If you agree to participate, you will be answering a series of questions 
about your beliefs and experiences, as well as specific questions about what you did to cope 
with your pregnancy loss. We will be asking you questions about yourself, your history of 
mental health, your history of pregnancies, and what you did after you had your most recent 
pregnancy loss. You can choose to either fill out the questionnaires on your own, or to have a 
member of the research team read the questions to you. If a member of the research team 
reads you the questions, you can tell him or her your answers. The questionnaires will take 
between 30 to 40 minutes to complete. You can stop at any time if you feel upset or 
uncomfortable. I also want you to be aware that everything you say or write down will be kept 
completely confidential and your name won't be linked to what you write. Does this sound okay 
to you? Would you be interested in participating?" 
20 
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The research team member then reiterated the inclusion and exclusion criteria to 
ensure that the woman met all of the requirements. Women wlio were eligible were invited to 
participate in the study, and asked whether they preferred to complete the questionnaire on-
site (at the Ob/Gyn clinic), or at a later time, at one of the other data collection sites. 
·--
Snowballing 
. - ...,. Snowballing, a peer-recruitment technique, was also used. Participants who completed 
the study were offered informational flyers to distribute to women whom they believed may be 
interested in taking part in the study (e.g., friends, co-workers, family members). Interested 
potential participants then contacted the research team directly. 
Informed consent 
Informed consent procedures were required by the IRB and implemented by the 
research team until February, 2012. The protocol for the informed consent process that was 
used until June, 2011 is described below: 
The purpose of the study was explained to the participant as research that intends to 
investigate how women cope and heal after a pregnancy loss. In addition, women were told 
that there were likely no direct benefits to participation, and that the only anticipated risk was 
that some questions may be uncomfortable or cause mild distress. Women were told that they 
could discontinue the study at any time, and they could abstain from answering any questions 
that made them feel uncomfortable. Women were also informed that their participation, or 
lack thereof, would not impact their care or current relationship with the facility at which the 
recruitment took place, if applicable. 
• 
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Women were also informed that all identifying information would be kept private and 
confidential and that they would only be identified by a research ID number, meaning that no 
one outside the research team would ever be able to view participant responses to the 
questions. Until June, 2011, women were informed that all data was kept in a locked filing 
~ 
·--
cablnet.of a Drexel University research building. Finally, the women were told that they would 
... 
. ~ . 
receive their choice of either a Dunkin Donuts gift card or a "Care Package" of scented body 
lotion and tea as a thank you for completing all of the study measures. 
Data collection protocol 
The following data collection protocol was used from January, 2011 to June, 2011. 
Participants who were not intervLewed at DUCOM Ob/Gyn clinics were given a choice of two 
data collection locations sites: An office building of Drexel University (1505 Race St.) or the 
Walnut Street West branch of the Free Library of Philadelphia (201 South 40th St.). Both sites 
provided a quiet environment and feature private rooms for data collection. Offering a choice 
of recruitment locations was intended to facilitate participation, especially for women with 
challenging schedules or transportation issues. 
Until June, 2011, participants were greeted by research personnel, who confirmed that 
women meet study criteria, answer questions, obtain informed consent, and then administered 
the demographics questionnaire. Regardless of recruitment or data collection location, 
participants were always given a choice to either fill out the remainder of the questionnaire 
independently (i.e., self-administration), or having the remainder of the questionnaire read to 
them by a member of the research team (i.e., interview format). 
22 
Self-administration: If a woman chose to self-administer the questionnaire (i.e., fill out 
the questionnaire independently), she was given the study measures to complete in an 
anonymous, self-report format using a paper/pencil and a clipboard. The researcher remained 
• 
nearby to answer any questions the participant may have and then to collect the measures 
-- . 
following completion, but the researcher was not directly sitting next to the woman as she 
. -
.. 
completed the questionnaire. The presence of the researcher ensured that each woman 
understood the questions and completes her assessment independently, and any pressure or 
coercion of participants was be explicitly avoided. 
Interview-format administration: If a woman chose to have all of the measures 
administered by a member of thi!"research team (i.e., in an interview format), the research 
assistant read the questions to the participant, and she verbally responded to the 
questionnaire. Seven women chose this option. 
Following data collection, participants were debriefed, thanked for their time, offered 
informational flyers about the study for snowball recruitment, given a flyer containing 
information for local mental health and pregnancy loss resources, and provided the incentive of 
their choice. 
Research assistant training 
Research assistants involved with the study were graduate students in the fields of 
psychology or post-baccalaureate medicine. Until June, 2011, research assistants played a 
major role in recruitment and data collection. Therefore, they were trained to ensure that they 
were competent in administering the informed consent and explaining the study purpose and 
procedures. They also were also trained to ensure they were culturally sensitive and competent 
23 
in multicultural interviewing. Cultural competence training was based on literature addressing 
of cultural humility, multicultural interviewing, and therapy with African American clients (Boyd 
- Franklin, 2003; Corbie-Smith, Thomas, Williams, & Moody-Ayers, 1999; Eiser & Ellis, 2007; 
Juarez et al., 2006). Research assistant training also focused on the need for confidentiality and 
\. 
privacy,.due to the sensitive nature of the study topic. Research assistants were also direct 
-~ - .... 
participants to a list of local mental health resources as appropriate. 
Direct contact between research assistants and participants ceased in June, 2011, after 
Ob/Gyn recruitment was discontinued. The only person having communication with 
participants after this date was the author. 
2.2.2 Recruitment and Data Collectiq!' from June 2011- February 2012 
The first six months of recruitment yielded eight participants. Therefore, a new 
recruitment and data collection strategy was initiated in June, 2011. After IRB approval for the 
change was granted, online advertising on www.craigslist.com expanded, and began on 
www.facebook.com through a "fan page" for the study, and through "posts" on other 
pregnancy loss fan pages hosted by Facebook. 
An attempt to engage Atlanta- and Philadelphia-area "megachurches" in the 
recruitment process in September, 2011 failed; 30 churches were contacted, and no church 
leader agreed to participate. 
Snowballing on other websites (i.e., women advertising the study on their blogs or on 
pregnancy loss forums) yielded significant increases in recruitment. Approximately 20 
pregnancy loss and Facebook support group moderators were contacted in October, 2011, and 
five moderators agreed to post information about the study on their sites. The first major surge 
24 
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in recruitment occurred as a result: between October, 2011 and December, 2011, 34 new 
participants completed the study. 
In addition, online data collection at www.surveymonkey.com began in June, 2011, 
following IRB approval. The research team used a password-protect account to se~urely access, 
collect;-and store data. Because data was collected remotely, a remote consent process was 
. -
also used. Women could provide their consent to participate in-person, or remotely by faxing, 
scanning and emailing, or signing and returning their consent form by postal mail. 
A significant challenge that emerged during this period of recruitment was the 
requirement for a hard-copy signed consent form. Women who were interested in participating 
online were often unable or unwflling to mail, fax, or scan and email an informed consent. A 
pattern emerged in which women expressed interest to the research team about the study, but 
failed to return their consent forms and therefore did not participate. Between June, 2011, and 
February, 2012, a total of 156 women contacted the research team to express interest about 
the study. Among this group, only 57 women participated. Every woman who returned a 
consent form ultimately participated. 
Among the 57 women who participated between June, 2011 and February, 2012, 15 
(26.3%) were recruited from Cragslist.com, 14 (24.6%) from Facebook, 8 (14.0%) from 
snowballing and 20 {35.1%) from a website other than Craigslist or Face book. Within this group, 
54 women were eligible and therefore included in the analysis. 
2.2.3 Recruitment and Data Collection from February, 2012- March, 2012 
To address the challenges presented by the hard-copy informed consent requirement, 
an amendment approved by the Drexel IRB in February, 2012 allowed the research team to 
25 
change the study's recruitment and data collection protocol to an "online-only" format. This 
approval shifted the study to a completely anonymous format by eliminating the requirement 
for women to identify themselves at any point during the study: women were able 
• 
independently access the study link and provide their consent by click[ng a button, as opposed 
~--
·to·providing a signature on a physical document. 
.. -., 
' Because mailing incentives required participants to disclose their name and mailing 
address, incentives were eliminated to maintain anonymity. Instead, women were informed 
that the research team would make a one-time $150 donation to the March of Dimes 
organization once data collection was completed. 
Recruitment remained':"largely unchanged during this time period- the most effective 
requirement source during the final month of data collection by a wide margin was 
facebook.com. An attempt to engage blogs and websites that were managed by and targeted to 
African-American women largely failed: 50 such websites were contacted, and only three 
responded positively. Unfortunately, recruitment had ceased by the time two website 
moderators replied to the author's contact email. Of note, several African American 
participants who identified their recruitment source as "other" did complete the study shortly 
following this contact attempt, suggesting that some website moderators participated in the 
study despite not having responded to the author's contact email. 
The removal of the hard-copy informed consent requirement dramatically increased 
recruitment. Between February s'h, 2012, and March g'h, 2012, a total of 130 women initiated 
participation in the study by providing their consent on www.surveymonkey.com. 
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Among these 130 women, one (1%) was recruited from Cra.gslist.com, 91 (89.2%) from 
Facebook.com, 3 (2.9%) from snowballing and 7 (6.9%) from a website other than Craigslist or 
Facebook. Within this group, 57 women were eligible and included in the analysis. On March 
9th, 2012, recruitment was discontinued because 200 women had provided their consent for 
partidpation in the study, the maximum number permitted by the IRB . 
. - .. 
2.5 Ethical Considerations and Cultural Competence 
There were several ethical concerns that were considered during the design of the 
research protocol. First, we noted that the women who comprise this sample represent a 
vulnerable population. Having faced a pregnancy loss, participants had experienced a 
potentially traumatic event, and dj~cussing the loss during the study had the potential to be 
distressing. Therefore, regardless of recruitment or data collection location, participants 
received a flyer listing the Philadelphia Mental Health Hotline and additional resources for 
pregnancy loss, which was designed to reduce the risk and impact of significant distress. This 
information was disseminated until February, 2012. 
During the period of interview-format data collection (i.e., when data was collected over 
the phone or in person), the following protocol was also implemented: If a participant seemed 
overtly distraught at any point during, any research team member was prepared to make an 
appropriate referral to a mental health practitioner, and to alert an appropriate professional, 
depending upon the data collection site. In addition, for women who completed the study at 
DUCOM Ob/Gyn clinics, a referral system was instituted, and professionals on staff were 
present to provide assistance. At all other data collection and recruitment sites, research 
assistants were trained to suggest mental health resources in the booklet. Any unanticipated 
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risks or adverse event would have also been reported to the Office of Regulatory Research 
Compliance. Fortunately, no such events occurred. 
Another consideration was that the African American women in the sample belong to a 
historically disadvantaged racial and ethnic group. Furthermore, certain recruiting locations (in 
-· 
.- particular, Drexel's public Ob/Gyn clinics) served low-income women. Therefore, incentives 
. .._ ""' 
were designed to be non-coercive, and recruitment and data collection protocols emphasized 
cultural competence, confidentiality, and respect for participants' preferences. 
As data collection and recruitement became increasingly online-based, participants' 
confidentiality was increasingly emphasized. Several participants indicated the importance of 
preserving their confidentiality while inquiring about the study. A major factor informing the 
decision to shift the study to an anonymous format was this participant feedback. 
2.6 Instruments 
Copies of all measures are included in Appendix A. Total administration time for all 
measures was approximately 40 minutes. 
Demographics and background questionnaire 
Demographic and background information collected included socioeconomic status 
(measured by highest obtained level of education and occupation), race and ethnicity, age, 
religion, current marital status, level of spirituality, relationship status at time of the pregnancy 
loss, time since loss, trauma history, history of mental health treatment, time of gestation at 
loss, history of involuntary pregnancy loss (number and type), history of voluntary pregnancy 
loss (i.e., abortions) (number and type), current number of living children, current pregnancy 
status (whether the woman is currently pregnant), and number of living children at time of loss. 
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Prior to data collection, the demographics questionnaire was pilot-tested by members 
of the research team. The demographics questionnaire was evaluated for readability, clarity, 
• 
and completion time. Pilot testing was also implemented to ensure that questionnaire content 
was not offensive or unnecessarily intrusive. 
·--
~-Hogan Grief Reactions Checklist 
... - .. 
The Hogan Grief Reactions Checklist (HGRC) (Hogan, Greenfield, & Schmidt, 2001) is a 
61-item, empirically-derived, Likert type instrument comprised of six subscales (despair, panic 
behavior, personal growth, blame and anger, detachment, and disorganization). Responses are 
scored on a 5 point scale, ranging from 1 ("does not describe me at all") to 5 ("describes me 
very well") (DiMarco, et a1~2001). Scoring is completed by summing the items in each subscale; 
a total score is not produced. The HGRC has been validated in several populations, including a 
sample of women who have lost a child, and has been found to have sufficient internal 
consistency, with Cronbach's alphas ranging from .79 to .90 for bereaved mothers (DiMarco, et 
al., 2001; Hogan, et al., 2001). The HGRC's Test-retest reliability is acceptable, ranging from .56 
to .85 for the six sub-scales (Hogan, et al., 2001). 
The "Detachment" subscale of the Hogan Grief Reaction Checklist was be used to test 
Hypothesis 2. This subscale consists of six items ("I was preoccupied with feeling worthless;" "I 
was confused about who I am;" "I lost my confidence; I feel unable to cope;" "I avoided 
tenderness;" "I felt like I didn't know myself;" "I was afraid that I will lose control;" "I felt 
detached from others"). Items are scored on a 5 point scale, ranging from 1 ("does not 
describe me at all") to 5 ("describes me very well") (DiMarco, et al., 2001), and the maximum 
total score for this subscale is 30. 
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Ways of Coping 
The Ways of Coping Questionnaire (Revised) (WCQ) (Folkman, Lazarus, Dunkel-Schetter, 
DeLongis, & Gruen, 1986) is the most commonly used coping scale in research (Parker & Endler, 
1992). An empirically-derived 66-item scale, the Ways of Coping was designed for measuring 
·--
coping'processes in a particular stressful encounter {Folkman, et al., 1986). The WCQ produces 
-
-~. 
subscale scores for eight domains: Confrontive Coping, Distancing, Self-Controlling, Seeking 
Social Support, Accepting Responsibility, Escape-Avoidance, Planful Problem-Solving, and 
Positive Reappraisal (Folkman & Lazarus, 1980). 
Respondents described the extent to which they engaged in a certain behavior after a 
specific event , and responses were indicated on a 4 point Likert rating scale ranging from 0 
("Not used") to 3 ("used quite a bit"). The WCQ is scored by summing the items in each 
subscale; a total score is not produced. The WCQ has been used with a diverse range of 
populations, including adults living with heart failure, women with spinal cord injury, parents of 
children with bladder exstrophy, and individuals who experienced myocardial infarction (Brink, 
Persson, & Karlson, 2009; Lauren, Patricio, Melisa, Rosemary, & Joseph, 2009; Lequerica, 
Forschheimer, Tate, Roller, & Toussaint, 2008; Vollman, LaMontagne, & Hepworth, 2007). 
The Ways of Coping has been validated on a sample of married adults, and was found to 
have moderate to high internal consistency, with to alpha coefficients ranging from .61 to .91 
(Parker & Endler, 1992). Test-retest reliability for the Ways of Coping has not been reported 
(Parker & Endler, 1992). 
Hypothesis 3 was evaluated with the "Escape-Avoidance" subscale of the Ways of 
Coping, Revised. This subscale consists of eight items ("I wished that the situation would go 
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away or somehow be over with;" "I hoped a miracle would happen;" "had fantasies or wishes 
about how things might turn out;" "I tried to make myself feel better by eating, smoking, using 
med!cation, etc.;" "I avoided being with people in general;" "I refused to believe that it had 
happened;" "I took it out on other people;" "I slept more than usual"). The maximum total 
-- -
sc5i'e'"for this subscale is 24 (Folkman, et al., 1986). 
Brief COPE 
The Brief COPE (Carver, 1997) is a 28-item measure developed to assess both trait 
coping (how people usually deal with stress in everyday life) and state coping (the particular 
way that people cope with a specific distressing situation) (Muller & Spitz, 2003). The Brief 
COPE is comprised of fourteen"Subscales: Active coping, Using instrumental support, Planning, 
Acceptance, Religion, Humor, Using emotional support, Behavioral disengagement, Positive 
reframing, Self-distraction, Self-blame, Denial, Venting, and Substance use. 
Individuals indicate how frequently they engaged in a specific behavior following a 
certain event, and responses are scored on a 4 point Likert scale, ranging from 0 ("I haven't 
been doing this at all") to 3 ("I've been doing this a lot") (Carver, 1997). A total score on the 
Brief COPE is not produced; scoring is completed by summing the items in each subscale. The 
Brief COPE has been validated on several populations, including a diverse sample of disaster 
survivor. The Brief COPE has sufficient internal consistency, with Cronbach alpha coefficients 
ranging from 0.50 to 0.90 for the disaster survivor sample (Carver, 1997). Acceptable test-retest 
reliability has also been demonstrated for the Brief COPE (Cooper, Katona, & Livingston, 2008; 
Perczek, Carver, Price, & Pozo-Kaderman, 2000). 
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The "Religion" subscale of the Brief COPE was used to evaluate Hypothesis 1. This 
subscale consists of two questions ("I tried to find comfort in my religion or spiritual beliefs" 
and "I prayed or meditated"). Items for the "religion" subscale are scored on a 4 point Likert 
scale, ranging from 0 ("I haven't been doing this at all") to 3 ("I've been doing this a lot"). and 
• 
•-~the maximum total score on the Religion subscale is 6 (Carver, 1997). 
Brief R-COPE 
The Brief R-COPE is a 14-item measure of religious coping (Pargament, Koeing, & Perez, 
2002). Respondents indicate the extent to which used a certain religious method in response to 
a specific event, and responses are scored on a 4-point Likert scale, ranging from 0 ("Not at 
all"). to 3 ("A great dean>{ cotton et at., 2006; Pargament, Smith, Koeing, & Perez, 1998). Both 
of the Brief R-COPE's subscales yield a score ranging from 7 (low) to 28 (high). However, the 
Brief R-COPE does not produce an overall score (Cotton, et at., 2006; Pargament, et at., 1998). 
The Brief R-COPE is comprised of two subscales: "positive religious coping" (religious 
forgiveness, seeking spiritual support, collaborative religious coping, spiritual connection, 
religious purification, and benevolent religious reappraisals) and "negative religious coping" 
(spiritual discontent, punishing God reappraisals, interpersonal religious discontent, demonic 
reappraisal, and reappraisals of God's powers) (Cotton, et at., 2006). The Brief R-COPE has been 
validated on several populations, including college students and disaster survivor samples 
(Pargament, et at., 1998). Cronbach's alphas assessing internal consistency ranged from .81 to 
0.90 in a sample of disaster survivors (Pargament, et al., 1998). The test-retest reliability of the 
R-COPE has been demonstrated to be moderate to high in several populations (Cotton, et at., 
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2006; Fitchett, Rybarczyk, DeMarco, & Nicholas, 1999; Pargament, Koenig, Tarakeshwar, & 
Hahn, 2001). 
Although the Brief R-Cope does not directly assess any specific hypotheses in the 
current study, its brevity, and its potential for being highly informative, justified its use in the 
·--
.current study. The R-COPE helps describe the sample and provided seed data for exploratory 
... "' 
hypotheses. For example, a racial/ethnic group difference on the R-COPE's "positive" and 
"negative" religious coping subscales could have warranted further investigation in future 
studies. Furthermore, the R-COPE may identify what specific religious behaviors are helpful in 
coping with pregnancy loss. This issue has not been systematically addressed in previous 
research. Finally, the use of ,the R-COPE in the currently study was appropriate in light of the 
significance of religion to African-Americans (EI-Khoury, et al., 2004; Ellison & Taylor, 1996; 
Ferraro & Koch, 1994; Mattis, 2002). 
Support Group Attendance Questionnaire 
Because there is currently no known instrument to assess support group attendance 
following pregnancy loss, and because support group attendance is believed to be a salient 
behavior that is easy to define and measure, this coping technique was assessed with a self-
designed, face-valid questionnaire. 
This measure consisted of four questions. The first question is: "Have you ever heard 
about pregnancy-loss support groups (such as SHARE, Heartstrings, etc.)?" If a woman indicated 
that she has heard of pregnancy loss support groups, she was then asked "What have you 
heard?" Women were next asked "Has anyone you know ever attended a pregnancy-loss 
support group?" and then "Did you attend a pregnancy-loss support group after your most 
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recent pregnancy loss?" If she answered "yes", she was then asked, "Did you find that the 
group was useful in helping you cope or heal from your pregnancy loss?" 
This measure was scored dichotomously, with 0 indicating "no" and 1 indicating "yes." 
Similar to the demographics questionnaire, the attendance questionnaire was pilot- tested by 
-- ' ~ 
members of· the research team. The procedure used to evaluate the demographics 
. ~. 
I questionnaire was also used to test the support group usage questionnaire. 
Open-ended items 
To enhance the meaningfulness of the data collected, and to provide seed data and 
potential hypotheses for future projects, three open-ended questions were asked during the 
data collection protocol. Two questions were taken from Van and Meleis's (2003} proposed 
"Guide for Clinical Assessments of Coping among Women who Report Involuntary Pregnancy 
Loss Histories." Based on findings from a qualitative study of African American women who 
experienced pregnancy loss, this guide was designed to be culturally sensitive and to address 
the grief resulting from pregnancy loss in women in all life stages. The use of Van and Meleis's 
(2003} guide represented the first known piloting effort of items from this list of suggested 
questions. 
The two questions selected from Van and Meleis's guide (2003} represent concepts that 
were believed not to have been addressed by other measures in this study. The first was, "what 
has helped you the most in dealing with your feelings and responses, from immediately after 
the loss until now?" and the second questions was, "what would have been helpful for your 
spouse/partner, family, friends, religious/spiritual leaders, and church 'family' or congregation 
to know or do to help you after your pregnancy loss?" Participants were given a choice of 
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writing their responses in the space provided beneath the questions, or verbally expressing 
their answers to the data collector. 
" ,, 
-
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CHAPTER 3: RESULTS 
All statistical analyses were conducted using PASW (formerly SPSS) statistical software, 
v~rsion 19. Assumptions of all proposed statistical analyses were checked prior to statistical 
examination. Initial descriptive analyses were conducted to provide socio-demographic 
\ ., .. _.- . 
•4iiformation about the women who participated in the study, followed by analyses of the 
... ... 
primary and exploratory hypotheses. 
3.1 Participants 
Data collection was completed online, in-person, and over the phone from January, 
2011, through March, 2012. 
r. 
Two hundred women were enrolled in the study during the recruitment period; 
however, not all women from whom informed consent was obtained were eligible or 
completed all of the measures. Particularly after the study shifted to an online-only format, 
several women participated who had most recently experienced elective abortions or neonatal 
deaths, or whose pregnancy losses occurred beyond the time frame prescribed in the inclusion 
criteria. In addition, non-completion of the study was common once the data collection 
transitioned to Survey Monkey. Ultimately, 119 participants were included in the analysis. Data 
were not collected from women who were approached at clinics to participate but declined 
participation, nor those who contact the research team about the study and ultimately did not 
participate, as the Drexel University Institutional Review Board did not grant approval for this. 
Demographics 
Demographic data are represented in Table 1. Of the 119 enrolled, self-identified 
African-American women comprised 21.8% of the sample (n = 26), and White women 
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comprised 78.2% (n = 93) of sample. The mean age of the sample was 30.76 years (SO= 6.25; 
range= 19-48). Of all participants, 7.56% (n = 9) were of Hispanic ethnicity, while 92.4% (n = 
110) were non-Hispanic . 
• 
In terms of education and employment, 3.4% (n = 4) completed less than 12 years of 
.-- ~ 
school,'\thile 16.8% of participants (n = 20) achieved a high school diploma or GED as their 
--
... 
highest level of education. Participants who had received some college or technical training or 
were college graduates comprised 58% (n = 69) of the sample, and 28.6% (n = 25) of the sample 
had received some graduate education or obtained a graduate degree. Employed women 
comprised 64.7% (n = 77) of the sample, and 35.5% (n = 43) identified as unemployed. 
A majority of the sample, 88':2%, reported being in a long-term, intimate relationship (n 
= 105). Among this group, 95 women (79.8%) indicated that the relationship was supportive, 
while 10 participants (8.4%) reported that they did not feel supported by their partner. 
Religion and spirituality 
Thirty-nine women (32.8%) indicated their level of spirituality was "a lot." Thirty-two 
women (26.9%) reported being "somewhat" spiritual, and 17 participants (14.3%) reported 
they were "a little" spiritual. Nineteen participants (16.0%) indicated they were "extremely" 
spiritual, and eleven women (9.2%) reported they were "not at all" spiritual. Mean spirituality 
rating was 3.32 (50= 1.18; range= 1-5). African American women's mean spirituality rating was 
3.8 (50 = 0.91), while White women's average spirituality score was 3.19 (50= 1.22); this 
difference was statistically significant. 
In terms of religion, 35.3% of participants identified as Christian (n = 42). Twenty women 
(16.8%) reported having no religion, and 19 women (16.0%) identified as Catholic. Fifteen 
37 
women identified or were classified as "other," meaning their religion was not listed in the 
drop-down menu within this question. Five participants (4.2%) were Jewish, and four (3.5%) 
identified as Baptist. Two women were Episcopalian (1.7%), two were agnostic (1.7%), and two 
• 
were atheist (1.7%). 
--- ..... 
·- On an item that asked women to reflect upon their religious or personal values to 
.. .. 
answer when life began, 82 women (68.9%) answered "conception," 23 (19.3%) responded 
"some time during the pregnancy," and 12 women (10.1%) answered "at birth." 
Recruitment sources 
Participants recruited through Facebook.com comprised 55.5% of the sample (n = 66); 
17 participants (14.3%) were-~ecruited from Craigslist.com; 21 women (17.6%) from a website 
other than Craigslist or Facebook; 11 (9.2%) through word-of-mouth; two women (1.7%) were 
recruited directly from an Ob/Gyn clinic; one from a flyer displayed in an Ob/Gyn clinic (0.8%), 
and one participant was recruited from a flyer displayed on a high-trafficked street (0.8%). 
Reproductive history 
Participants' mean current number of living children was 0.98 (SO = 1.10, range = 0-5). 
The average number of stillbirths prior to participants' most recent loss was 0.36 (50= 0.19, 
range = 0-5; nine women declined to provide this information). Average number of prior 
miscarriages was 0.66 (50= 1.01, range = 0 -5; three women declined to provide information), 
and the mean number of prior therapeutic abortions was 0.05 (50 = 0.49; range = 0 -5; nine 
women declined to provide this information). Participants' mean number of prior losses after 
delivery was 0.03 (SO = 0.21, range= 0-2; nine women declined to provide this information). 
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Mean number of prior elective abortions was 0.20 (SO= 0.57, range= 0-3; six women declined 
to provide this information). 
In terms of time since loss, 37.0% of participants (n = 44) experienced their most recent 
pregnancy loss between six months and one year of participation in the study. Thirty-six women 
(30.3%)·experienced their loss within one to two years of the study, while 21 women (17.6%) 
. -
.. 
participated within two to three years of their loss. Seventeen women (14.3%) had a loss 
between three and four years ago. 
Among the types of loss, miscarriage was most common; 75 women (63.0%) reported 
experiencing a miscarriage most recently. Thirty-four women (28.6%) indicated their most 
recent loss was a stillbirth. Six wo~n (5.0%) had a therapeutic abortion, and four participants 
(3.4%) experienced an ectopic pregnancy. 
Fifty-two women (43. 7%) reported having a living child at the time of their loss. Mean 
number of living children at loss was 0.76 (SO = 1.04; seven women did not provide this 
information). Thirty women (25.2%) gave birth to a living child since their loss. The mean 
number of children since loss was 0.28 (50= 0.47, range= 0-2; 11 women declined to share this 
information). 
3.2 Hypotheses 
Independent-samples, two-tailed t-test were used to examine Hypothesis 1-3, and a Chi-
Square test was used to evaluate Hypothesis 4. Of note, at least 128 participants were required 
to achieve adequate power for Hypotheses 1-3; this requirement was not satisfied. Given the 
fact that both group sizes neared or exceeded 30 persons (the recommended minimum group 
size for independent-sample t-test), the t-test analyses were conducted despite this limitation. 
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A minimum of 88 participants was required for sufficient power to analyze Hypothesis 4; this 
requirement was met. 
Note: Table 2 outlines the results for Hypotheses 1-3 as well as Brief R-COPE findings. 
Table 3 summarizes the results for Hypothesis 4, and Table 4 features follow-up frequency data 
'-
relevant to .. Hypothesis 4 . 
. ..• '- .. , 
Hypothesis 1: African American women endorse greater use of religious coping;• specifically 
prayer, than White women. 
To evaluate this hypothesis, participants were dichotomized into two groups: African-
American/Black women and White/Caucasian. The "Religion" subscale of the Brief COPE 
(Carver, 1997) was used to evaluate thi$- hypothesis. The two items on the "religion" subscale 
were combined, and an average "Religious Coping" score was calculated. 
A two-tailed independent samples t-test using an alpha of .OS was conducted. The 
assumptions of normality and homogeneity of variance were met prior to conducting the 
analysis. 
African American women (M = 3.21, SO = 1.02) reported significantly higher religious 
coping use compared with White women (M = 2.43, SO = 1.10), t(108) = -2.96, p < .01 ., ? = 
0.08. Thus, this hypothesis was supported. 
Hypothesis #2: African American women endorse greater detachment (i.e., withdrawal 
from others and self, avoidance of intimacy) in reaction to a pregnancy loss than White women. 
Similar to the method used for the first hypothesis, White/Caucasian and African-
American/Black women were dichotomized into two categories for analysis. The Hogan Grief 
Reactions Checklist "Detachment" subscale (Hogan, Greenfield, & Schmidt, 2001) was used to 
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examine women's level of detachment. Responses for each item in this subscale were averaged 
for an overall "detachment" score. 
A two-tailed independent-measures t-test using an alpha of .05 was conducted to 
compare each group's detachment score. The assumptions of normality and homogeneity of 
w -
... 
iili"fi.3nce were met prior to conducting the analysis. 
-
White women endorsed a mean detachment score of 3.17 (50''= 0.97), and African-
American reported a mean score of 2.84 (50= 1.17). This difference was not significant, t(117) = 
1.47, p = 0.14,? = 0.02. Therefore, the hypothesis was not supported. 
Hypothesis 3: Compared with White women, African-American women are more likely to 
use avoidance in response to pregnancy loss 
Again, White/Caucasian and African-American/Black women were dichotomized into 
two categories for analysis. Hypothesis 3 was evaluated with the "Escape-Avoidance" subscale 
of the Ways of Coping, Revised (Folkman, et al., 1986). The subscale's eight items were 
combined and averaged, for a total "Avoidance" score. 
A two-tailed independent-measures t-test using an alpha level of .05 was conducted to 
compare the avoidance scores of African-American and White women. The assumption of 
normality was satisfied. The homogeneity of variance assumption, however, was violated. 
Calculations that did not assume an equality of variances were used to correct for this violation. 
African-American women reported a mean avoidance score of 1.68 (SO= 0.78), while 
the mean avoidance score of White women was 1.53 (SO = 0.56). This difference was not 
statistically significant, t(23.71) = -0.77, p = 0.45, r = 0.02. Therefore, the hypothesis was not 
supported. 
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Hypothesis 4: African-American women will report lower use of pregnancy loss support 
groups than White women 
This hypothesis was tested with the Support Group Attendance Questionnaire. The 
number of women from each group (White and African-American) who answered "yes" to the 
"-
support group use question ("Did you attend a pregnancy-loss support group after your most 
•• 
recent pregnancy Joss?") was evaluated. As online recruitment and data collection became 
more prevalent, a pattern of women having only participated in online support groups (i.e., not 
in-person) emerged. This response was classified as "yes" (i.e., did attend a support group) for 
this analysis. 
A Chi-Square test was,!Jsed to examine Hypothesis 4. The assumption of a sufficiently 
large sample size such that the expected cell frequency is greater than or equal to five was met; 
a minimum of 88 participants were required for sufficient power in this analysis; this 
requirement was met. 
To describe these data in greater detail, we examined each group's support attendance 
patterns: 17 White women (18.28% of the White sample) attended an in-person support group, 
24 White women (51.66%) attended an online-only group, and 48 (25.81%) did not attend any 
support group; four White women did not provide this information. In contrast, four African-
American women (15.38% of the African-American sample) attended an in-person support 
group, two (7.69%) attended an online-only group, and 16 African-American women {61.54%) 
did not attend any support group following their most recent pregnancy loss; 4 African-
American women declined to provide this information. 
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Support group attendance did not significantly vary by race when "online only" su-pport 
group attendance was included as a "yes" response, /(1, N = 111) = 2.55, p = .11, (JJ = 0.15. 
Thus, Hypothesis 4 was not supported. However, a trend in the predicted direction was 
detected. 
Brief R-COPE 
.• - ... 
The Brief R-COPE (Pargament, et al., 2002) was used to gather descriptive information 
about positive and negative religious coping in African American and White women. Two 
independent-samples two-tailed t-tests using an alpha of .05 were used to examine these data. 
The assumptions of normality and homogeneity of variance were met prior to conducting the 
analysis. However, the requirerp!!nt of 128 participants for adequate power was not met. 
In terms of positive religious coping, White women reported an average score of 2.07 
(SO= 0.99), while African-American women endorsed an average positive religious coping score 
of 3.07 (SO= 0.93). This difference was statistically significant, t(105) =- 4.20, p < .01 ., I 
= 0.14. 
In regards to negative religious coping, White women endorsed an average score of 2.01 
(SO= 0.87) which was not significantly different from the average negative religious coping 
score reported by African women 1.99 (50= 1.03), t(105) = 0.09, p = 0.93. 
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CHAPTER 4: DISCUSSION 
4.1 Summary of Results 
The current study found both similarities and differences between the coping strategies 
of African American and White women following pregnancy loss. Religious coping and positive 
• 
•""religious coping, were significantly higher in African American women. A non-significant trend 
• ... 
that suggested that African American women may utilize support groups less frequently than 
White women was also detected. However, no differences were found in terms of post-loss 
avoidance or detachment between African-American and White women. 
4.2 Sample Characteristics 
The sample for the:o-current study was primarily comprised of non-Hispanic women in 
their early 30's with at least some college education. Most participants were employed, in a 
supportive, long-term relationship, not currently pregnant, and had either one or no living 
children. The most recent pregnancy loss for the majority of participants was a miscarriage that 
occurred in the past six months to two years. In order, the three most common religions 
reported by the sample were Christian, none, and Catholic. Most participants (55%) did not 
have a history of pregnancy loss prior to their most recent perinatal loss. Demographic data are 
summarized in Table 1. 
Given that pregnancy loss affects nearly 25% of women in the United States, and that 
miscarriage is more common than later-term losses, the sample may be representative of 
women who have experienced involuntarily pregnancy loss (American Pregnancy Association, 
2011). However, the risk of pregnancy loss increases with age and prior pregnancy losses 
(Huang, Sauve, Birkett, Fergusson, & Van Walraven, 2008; Mayo Clinic, 2010). Our sample may 
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be somewhat biased in terms of th~se two factors, given that the average participant was 
relatively young (mean age = 30.76, SO = 6.2) and 55.5% of the sample (66 out of 119 
participants) did not experience a previous pregnancy loss 
The majority (79.8%) our sample reported having at least some college education. 
((;;;;pared with a recent large-sample, nationally-representative investigation of women who 
experienced a single pregnancy loss (Price, 2006), the education level reported by our sample 
may be higher than expected: only 44.75-48.16 of Price's sample had education beyond a high 
school diploma. The fact that our sample was recruited largely online may explain this 
discrepancy in education level, given that 71% of Internet health site users report having more 
than a high school education (Atkinson, Saperstein, & Pleis, 2009; Gold, Boggs, Mugisha, & 
.,r.. 
Palladino, 2011). 
Comparison of White and African American sample characteristics 
The data of African American women did not differ significantly from White women in 
the sample in terms of age, employment status, education level, time since loss, history of prior 
pregnancy losses, number of living children at the time of the loss, or number of living children 
since the most recent pregnancy loss. This fact is important to note because it indicates that 
differences between groups are not likely to be explained by these sociodemographic variables. 
In the absence of a .formal control group, a lack of difference in variables beside the 
hypothesized dependent variable strengthens the generalizability of results. Of note, an 
appropriate control group in this investigation could have matched participants in terms of type 
of loss, spirituality level, relationship status, and recruitment source, given that these factors 
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differed between African-American and White women. These between-group differences are 
discussed below. 
Despite the general similarities between the two groups, some notable differences 
between African-American and White women were found. African American women were 
. - . 
significantly less likely to report having been in a long-term intimate relationship at the time 
,. ,r':;tl!' 
they completed the questionnaires and during the time of their pre~nancy loss, compared with 
White women. This pattern is consistent with data that indicates that the marriage rate. of 
' 
African-American individuals is generally lower than other groups (Tucker & Mitcheii-Kernan, 
1995; Western & Wildeman, 2009). 
In addition, type of loss differed between the groups: only two African-American women 
r. 
(7.69% of the African American sample) reported most recently experiencing a stillbirth, 
compared with 32 White women (34.41% of the White sample). It is unclear why this difference 
emerged- no literature was identified in support of this finding. To the contrary, African-
American women experience greater rates of both miscarriage and stillbirth compared to White 
women (MacDorman & Kirmeyer, 2009) .. One possible explanation for this finding is that the 
term "stillbirth" may be used less frequently than the term "miscarriage"- it is possible that 
African-American participants who experienced a stillbirth in the study were simply perceiving 
or identifying their losses as miscarriages. Possible evidence for this hypothesis may be found 
in the greater prevalence of Facebook support groups that include the word "miscarriage" in 
their title; the number of Facebook groups that include the word "stillbirth" in their title is 
much smaller. However, it remains unclear why African-American women were more likely to 
label their losses as miscarriages, compared with White women. 
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Finally, the average current spirituality level reported by African-American women was 
significantly higher than White women's. This information is consistent with a large body of 
previous literature that indicates that African-American women tend to have a high baseline 
level of spirituality and more likely to use spirituality to cope with stressful events than White 
.-
women {Dessio et al., 2004; Newlin, Knafl, & Melkus, 2002). 
~ ....... 
The two groups also differed' in terms of recruitment source. African-American women 
• 
were significantly less likely to be recruited via snowballing {10 White women versus one 
African American women were recruited this way), or any website besides Cragislist.com or 
Facebook.com {20 White women and one African American women were recruited through 
websites beside Craigslist or Facebook). The proportion of women recruited through 
~ 
Craigslist.com {eight White women and nine African American women) and Facebook.com {53 
White women and 13 African-American women) were similar. Please refer to Table 2 for an 
· outline of these findings. A discussion of the implications related to this recruitment finding is 
featured in a later section ofthe discussion. 
4.3 Support for Hypotheses 
Religious coping and positive religious coping 
The primary findings of this study indicated that African American women are more 
likely to use religious coping, specifically positive religious coping, compared with White 
women, following an involuntary pregnancy loss. 
The finding of higher general usage of religious coping is highly consistent with existing 
literature about African American women's coping. African American women demonstrated 
higher religious coping use compared with White women in response to several other health 
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problems, including cancer, HIV, and diabetes (Cotton, et al., 2006; Culver, Arena, Antoni, & 
Carver, 2002; DeCoster & Cummings, 2004; Lynch, Hernandez-Tejada, Strom, & Egede, 2012; 
Tate, 2011). In addition, African Americans are more likely to use prayer to cope with grief and 
medical problems, rather than with other types of concerns, further supporting our findings 
·~ -
(EIIi~o_o_& Tay,lor, 1996; Gillum & Griffith, 2009). Furthermore, the use of prayer and other 
- "' . 
religious coping techniques by African American women following pn;gnancy loss was 
established in previous quantitative pregnancy loss studies (Van, 2001; Van & Meleis, 2003; 
Kavanaugh & Hershberger, 2005 ). 
The finding that African American women demonstrated a significantly greater level of 
positive religious coping was so,P.lewhat more unique. Few studies addressing coping with 
stressful events have explored the effect of race/ethnic group on religious coping type (i.e., 
positive or negative). However, the results of several studies are consistent with our finding: 
African-Americans endorsed a higher level of positive religious coping in a study of trauma 
survivors with mental health and substance use disorders (Fallot & Heckman, 2005), patients 
with advanced cancer (Phelps et al., 2009), and a nonclinical sample of young adults (Chapman 
& Steger, 2010). 
The finding of greater positive religious coping utilization in Africa-American women is 
also reflected in the quantitative literature addressing pregnancy loss coping in this population. 
For example, Van (2001) described the use of positive religious coping (e.g., "he's in a good 
place") in her initial investigation of 10 African American women. This finding was followed by 
Van and Meleis's {2003) description of positive religious coping (e.g., "God does everything for 
a reason," asking for strength to increase faith, asking God for support) in their 20-participant 
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study of African American women who experienced a pregnancy loss. Of note, however, the 
authors also found evidence of negative religious coping (e.g., apologizing to God for 
committing sins) in this study. Kavanaugh and Hershberger {2005) also noted positive religious 
coping usage in their study of 20 African-American parents following pregnancy loss (e.g., 
·-"""-•"Turning life over to the lord," believing the lost infant is surrounded by angels) . 
... 
Support group use 
A non-significant trend was found in the predicted direction, which suggested that 
African-American women use support groups less frequently than White women following a 
pregnancy loss. 
Available research~in this area, which is extremely limited, suggests that African 
American women do not typically attend either in-person or online-only support groups 
following pregnancy loss (Gold, et al., 2011; Kavanaugh & Hershberger, 2005). In a mail-in 
survey investigating women's satisfaction with in-person support groups, only four women 
African-American women (out of 14 African-American participants) reported having used a 
support group. African American women comprised 5.69% of the total support group user 
sample, and 18.52% of the non-attender group (DiMarco, et al., 2001) 
A recent study investigating online support group usage for pregnancy loss recruited 
1,006 participants from online support groups, only 2% of whom were African-American (Gold, 
et al., 2011). The authors provided several examples of online medical support groups and 
websites in which African American participation is notably low {Fogel, Ribisl, Morgan, 
Humphreys, & lyons, 2008; Miller, West, & Wasserman, 2007). It should be noted, however, 
that the literature cited here may not accurately reflect support group usage by this population, 
--
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• 
because women who attended groups may have simply chosen to opt out of participating in 
research more frequently than White support group attenders. 
Anecdotally, in the year the author has been interacting with online pregnancy loss 
support group moderators and members, an extremely small percentage of support group 
' participants appeared to be or identified as African-American (based on avatars or other visual 
•information provided bY users). To date, there are no pregnancy l?ss online support groups that 
identify as being moderated by or specifically targeted towards African American women .• 
It should also be noted that the question that used in this analysis simply asked whether 
the participants had attended a support group at any point after their most recent pregnancy 
loss. Therefore, women who only attended one session and did not return were also included in ,... 
this analysis. Of note, some variance was found in the extent to which participants were 
satisfied with the support group they attended: 2 African American women (33% ofthe African-
American· support· group attenders in the sample) and 21 White women {51.2% of the White 
sample) described the support groups they attended at helpful. Most women, however, did not 
provide this information. In addition, the decision to include online-only support group usage as 
a support group utilization behavior in the analysis influenced results- the same finding may not 
have emerged if online support groups were not included in the "attended" category. A follow-
up analysis suggested there were significant differences among the three types of support 
group use (i.e., attended, attended online-only, did not attend) by race. 
That this hypothesis was not supported may be primarily due two factors: First, given 
the close proximity of the alpha level to significance (p = 0.11), and the small sample size 
involved in this analysis (22 African American women and 89 White women), the sample size 
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limitation may have precluded a significant finding from emerging. Second, the primary 
recruitment source in this study was online support groups. It is therefore likely that the 
percentage of women in the study who attended a support group following the loss was biased 
• 
by this recruitment source- it is possible that women who choose to disclose their loss 
. -
~-experiences online may also be more likely to participate in research. Moreover, given the 
_,., 
infrequency at which African-American women use support groups following pregnancy loss 
(Gold, et al., 2011), the African-American women who did attend support groups may represent 
a unique group who were also more inclined to complete the study. 
Avoidance and detachment 
The hypotheses that"' African American women would endorse greater rates of 
detachment and avoidance following pregnancy loss compared with White women was not 
supported; neither result was statistically significant, no trends were detected, and effect sizes 
were small in both results. 
The literature upon which these hypotheses were based was extremely limited. The 
detachment hypothesis was based upon DiMarco and colleagues' {2001) finding that African 
Americans endorsed higher Hogan Grief Reaction Checklist (HGRC) detachment scores than 
Whites in response to pregnancy loss. We used the same scale with a larger, all-female African 
American group, and results were not replicated. The differences in samples may be responsible 
for this discrepancy: DiMarco and colleagues used a mail-in survey design and recruited families 
through a hospital mailing list. Our sample was recruited largely online, and only consisted of 
women. In addition, DiMarco and colleagues' sample represented a much wider range of time 
since loss (one month to 13 years), and a greater proportion of White individuals who attended 
51 
support groups, compared with the sample in the current study. It appears unlikely that a larger 
sample will yield significantly different results, because White women's detachment scores are 
currently higher than African-American women's scores (of note, this difference is not 
significant). 
The·avoidance hypothesis was based on the prevalence (>SO%) of reported avoidance 
. -
(i.e., "I didn't deal with it") in Van and Meleis's (2003) sample of 20 African American women 
who experienced pregnancy loss. Van and Meleis's study design differed substantially from the 
I 
one used in the current study: they used qualitative data collection, as opposed to a validated 
measure of avoidance, didn't include a White comparison group, recruited their sample from 
community settings- as opposed to largely online- and sampled a group of women that was of 
high socioeconomic status. Any of these differences may have contributed to the lack of 
replication ofthe avoidance finding in this study. 
Of note, it is also possible that the items used to measure avoidance in the current study 
(e.g., "I wished that the situation would go away or somehow be over with;" "I hoped a miracle 
would happen;" "I tried to make myself feel better by eating, smoking, using medication, etc.;" 
"I avoided being with people in general;" "I refused to believe that it had happened;" "I slept 
more than usual") encompassed a much wider - or qualitatively different- construct than that 
assessed by Van and Meleis in 2003, who generally described "not dealing" with the loss. The 
measure we used assessed "avoidant coping" as compared to "avoidance," and the discrepancy 
between our findings and Van and Meleis's (2003) finding may be due to this factor. 
It should also be noted that avoidance scores in both groups (White and African 
American) were uniformly low in the current study. To date, the author is unaware of any study 
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• 
that formally examined avoidance in women of any race following pregnancy loss. It is possible 
that this coping behavior is generally uncommon in this population, regardless of race. 
• 
The current finding may also be due to the fact that a large proportion of the study was 
recruited from online support groups- it may be argued that participation in support groups is 
·--
an·actrve coping behavior that precluded avoidance. In addition, African American women in 
... 
our sample reported high utilization of religious coping in general, and specifically positive 
religious coping, both of which arguably constitute active coping behaviors. Both of these 
factors may have minimized the presence of avoidant coping in our sample. 
Qualitative findings 
Several key words and thifrnes emerged in examining the qualitative information elicited 
by the three open-ended items within the study questionnaire. Please see Table 6 for an 
outline of future research directions emerging from these themes. The first open-ended 
question asked participants what they found to be most helpful in coping with the pregnancy 
loss. Among the most common terms in response to this question were "support groups" 
(present in 20% of responses on SurveyMonkey.com), "friends" (17%), and "husband" (16%). 
Women described attending both in-person and online support groups- the majority of 
participants who mentioned using these resources described them as very helpful. Many 
participants also discussed receiving and appreciating support from their husband or romantic 
partner, and described talking about the loss with friends as beneficial. 
The second open-ended question was "what would have been helpful for your spouse/ 
partner, family, friends, religious/spiritual leaders, and church "family" or congregation to know 
or do to help you after your pregnancy loss?" The most common key words in response to this 
' 
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question were "say" (24% of SurveyMonkey.com responses contained this term), "loss" {18%), 
and "think" {16%). The "say" responses were typically related to advice for friends and family 
about comments that participants felt were appropriate (e.g., mentioning the lost infant's 
• 
name, "I'm so sorry") or inappropriate (e.g., "it was God's will," "the pregnancy wasn't meant 
. - -
to'tfe") to say to women following pregnancy loss. Responses containing the term "loss" were 
.. 
more disparate in content- again, many were related to advice about "what to say" to women 
who experienced loss, while other responses addressed the meaning of loss (e.g., "my loss ' 
mattered," "the loss is ongoing," the effect of a single loss versus multiple losses). The "think" 
theme was frequently related to grief and others' acknowledgment of loss (e.g., "let me know 
you're thinking of me," "I think'the most overlooked thing is the grieving"). 
The third open-ended question represented the final item in the questionnaire, and was 
oriented toward women's experiences with medical providers. The prompt read: "Is there 
anything else you want us to know about your pregnancy loss story/experience? Was there 
anything your doctors and nurses did particularly well, or anything they did that disappointed 
you, after your most recent loss?" The words "doctor" (30%), "nurses (25%)," "baby {22%)" 
"loss" (15%), were the most common terms within participants' responses. These key words are 
very likely to be related to the verbiage in the provided prompt. However, several trends did 
emerge within participants' responses. First, participants' experiences with medical personnel 
were mixed: many women described their doctors and nurses as "wonderful," while others 
described being hurt or disappointed by the aftercare they received. 
The importance of bedside manner was emphasized by participants - many women 
discussed receiving emotional support from their doctors and nurses (e.g., crying with the 
I~ l 
• 
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women, saying the infant's name, disclosing their own loss, calling to follow-up follo1111ing the 
loss), as well as advice about their options following loss (e.g., how to give the lost infant a 
sponge bath, discussing options for subsequent pregnancies), as being extremely helpful. 
Alternately, women who had negative experiences with medical professionals also gave 
examples of bedside manner the found unsatisfactory (e.g., being inattentive to women's 
concerns prior to the loss, informing the woman about the loss in an insensitive way, 
minimizing or failing to validate woman's feelings, becoming "defensive" about the loss, acting 
as though the loss was not a unique event). 
Women were more likely to describe a positive experience with their nurses, compared 
with their doctors- in particular, many participants described nurses' encouragement to 
commemorate the lost infant (e.g., taking a picture with the infant, creating a scrapbook) as 
being helpful. Of note, many women described having varied experiences with staff within the 
same hospital or clinic- many mentioned having had a notably negative experience with one 
medical professional, and a positive experience with another. In addition, several participants 
noted that they would have preferred having access to a private waiting area designated for 
women who exper~enced losses, so as to avoid being in the presence of pregnant women. 
4.4 limitations 
Limitations related to recruitment 
The most significant limitations of the current study were the severe challenges to 
recruitment and possible consequent sampling bias. The study was originally designed to use 
community-based recruitment methods (e.g., churches, Ob/Gyn clinics, flyers in grocery stores, 
snowballing) that had been effective in previous studies (i.e., Van and Meleis, 2003). However, 
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lack of response to these methods eventually lead to a recruitment strategy that was almost 
exclusively online. Although this approach dramatically increased enrollment for women in 
both groups, the sample produced by online recruitment is limited in several ways. 
First, women were almost overwhelmingly recruited from Facebook online support 
-""' groups. This creates concern about the generalizability of the sample - many women likely do 
not participate in support groups following loss- the prevalence of support group use in the 
• 
pregnancy loss population is currently unknown. Women who do participate in support groups 
may possess characteristics that do not represent the American pregnancy loss population as a 
whole (e.g., a higher level of education, greater willingness to share their experiences online 
and through research:-). Pregnancy loss is a phenomenon that is often characterized by stigma 
and secrecy (Barr, 2004), and the open nature of communication on pregnancy loss online 
support groups and forums appears to be atypical of the general population of women who 
experience this event. 
More generally, the sample consisted of a self-selected pool of women who were 
interested and willing to participate in a research study after learning that they would be asked 
potentially sensitive questions about their reproductive history, trauma experiences, religion, 
and mental health status. This may suggest selection or sample bias in the current study. Of 
note, the 62 women who completed the study prior to approval of the consent waiver often 
underwent substantial inconvenience to participate- they had to either present to the research 
office or Ob/Gyn clinic to be interviewed in person, or mail, scan and email, or fax a signed, 
hard-copy consent form. Many participants took weeks or months to return their consent forms 
due to technical difficulties or a lack of a computer, scanner, or fax machine at home. 
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Therefore, the group of participants who initially were initially recruited may also comprise a 
non-representative sample of women with pregnancy loss. 
The African American sample (n = 28) was significantly smaller than the White sample (n 
= 93) in this study due to previously-mentioned recruitment challenges. Furthermore, many 
• 
• •;...;, women failed to complete the entire survey, particularly after data collection became restricted 
. -"" to www.surveymonkey.com. It is believed that the length of the questionnaires was a factor in 
this pattern- particularly given the "instant" nature of online communication, many wo'men 
who participated online may not have been willing or able to complete a 30-to-40 minute 
survey. These factors limited both the statistical power and the potential generalizability of our 
results. Of note, a racia.,L;difference was found in terms of questionnaire completion rates: 7.5% 
of White women did non complete the entire survey, compared with 23.1% of African-
American participants. 
The fact that a social media site comprised the primary requirement source may have 
also biased the results of several analyses. The support group utilization analysis is very likely to 
been affected. In addition, the avoidance and detachment analyses may have been influenced 
by the prevalence of women recruited from support groups in the sample, as support group 
utilization may constitute active coping, thus limiting the use of avoidance or detachment. 
Of note, a post-hoc analysis conducted to examine the effects of recruitment source did 
not reveal any statistically significant differences between participants recruited from online 
support groups versus other recruitment sources on any of the dependent variables (i.e., 
avoidance, detachment, religious coping type, and overall religious coping) except for support 
group use. However, it is possible that this analysis did reveal a greater number of group 
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• 
differences because of insufficient power, given that the majority of women were recruited 
from online support groups. 
It should also be noted that the exclusion criteria related to time since loss may have 
. ~ 
biased the sample. The six-month time period since loss participation requirement, which was 
• 
somewhat arbitrarily set, was intended to distinguish between the initial grief period after loss 
-· 
and the long-term coping process that follows this first period. However, it is possible that 
excluding women who have had more recent losses reduced the generalizability of our findings. 
For example, many active participants of online support groups report experiencing a loss more 
recent than six months; it is possible these women have already begun the coping process. 
Likewise, women who experienced losses beyond the past four years were also excluded. Given 
that the study was retrospective, this decision was made to control for the effects of memory 
decay over long periods of time, and because four years was similar to the time frames used in 
previous related studies. However, the four-year criteria excluded several women who had 
relatively recent losses, thus potentially limiting the generalizability of results. In the absence of 
concrete information about the differences between initial grief and coping, and about an 
appropriate "cut-off" point for retrospective pregnancy loss studies, future researchers in this 
area may consider extending their inclusion criteria to a more flexible time period since loss. 
Finally, the current study's examination of racial differences may also fail to address the 
significant amount of diversity within the African-American community. The African-American 
community is large and heterogeneous not only in terms of socioeconomic status, but also with 
regards to education level, religious affiliation, geographical original, level of acculturation, and 
other variables (Boyd-Franklin, 2003). The comparison of racial/ethnic groups in this study does 
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not imply that African-Americans comprise one homogenous group, or that findings apply to 
every African-American woman who has lost a pregnancy.Limitations related to the 
measurements 
Many women failed to complete the entire survey, particularly after data collection 
,.c.- became restricted to www.surveymonkey.com- only 134 women of the 192 who initiated the 
- ~· 
' survey online completed all measures. Of the 119 participants who were included into the 
analysis, 12 women did not complete all measures. It is believed that the length of the 
questionnaires was a factor in this finding- given the "instant" nature of online communication, 
many women who participated online may not have been willing or able to complete a 30- to 
40 minute survey. This•ttinited both the statistical power and the potential generalizability of 
our results. 
The demographics questionnaire, while relatively comprehensive, presented several 
limitations. First, the questionnaire was lengthy. Second, some open-ended items in the 
questionnaire facilitated ambiguous responses that were difficult to analyze. For example, 
questions about participants' highest level of education, religious affiliation, number and type 
of previous pregnancy loses, and type of most recent pregnancy loss were all open-ended, 
which created unnecessary variability in assessing these factors. In addition, the trauma items 
were likely too vague- many women identified relatively benign events (e.g., the death of pets, 
attending a funeral as a child) as traumas, and these were entered into the analysis alongside 
responses like rape, molestation, and witnessing homicide. Therefore, the majority of the 
sample (57.14%) reported having experienced a trauma. This is likely due to the phrasing of this 
item (e.g., "in your life, has [anything extremely upsetting] happened to you?"). In addition, the 
59 
recruitment source question (i.e., "how did you find out about the study?") was not sufficiently 
sensitive- most women answered that they learned about the study on Facebook, but it was 
unclear where on Face book (i.e., on which support group) they saw the study advertised. 
Another notable limitation in the measurements was the lack of psychological outcomes 
included in the assessment. A major rationale for the study is the fact that women's'use of 
,......,---.,....# 
certai,r coping behaviors Lmay influence their post-loss functioning in terms of mental or 
physical health or quality of life. The body of research supporting this argument in other 
medical areas is substantial, particularly in regards to religious coping (Culver, et al., 2002; Ano 
& Vasconcelles, 2005; Harrison, Koenig, Hays, Eme-Akwari, & Pargament, 2001; Trevino et al., 
2010). Including measures that assess mental and physical health, overall functioning, and 
'-' 
quality of life both prior to and following pregnancy loss would have enabled us to direct 
evaluate the relationship between coping strategies and well-being following pregnancy loss. 
The use of self-report· measures in the current study also represents a limitation. 
Although many variables of interest were subjective in nature (e.g., avoidance, positive religious 
coping), other information (e.g., time since loss, type of loss, mental health treatment history) 
may have been accessed more reliably through a chart review or in-person interview. The 
transition from interview format to online questionnaires highlighted this issue further; some 
online participants reported contradictory or incomplete information in their questionnaires, 
which could have been clarified and disambiguated by an interviewer. 
However, neither data collection option (i.e., chart review or interview) was possible once the 
study format became anonymous. In addition, despite the limitations inherent in self-report, 
online-only data collection, we believe that this format was effective in increasing participation 
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• partially because women were more comfortable disclosing the sensitive information elicited 
by the questionnaires anonymously, privately, and at h·ome. 
4.5 Directions for future research 
The current study was the first designed to quantitatively compare the coping 
~ 
experiences of African-American and White women following pregnancy loss. First, it remains 
_ ,.unclear why African-American women in the current study were more likely than White women 
to report experiencing a miscarriage as opposed to a stillbirth. In future studies, researchers 
may consider asking women to report the gestational age at which their loss occurred, as 
opposed to the type of loss, to gain clarity regarding this issue. 
Second, given the finding that African-American women employed greater use of 
<" 
religious coping and specifically positive religious coping, further research is warranted. As 
previously mentioned, a priority area of future research should be a replication study with a 
sample size that ensures adequate power and a comparison group that is matched on identified 
potential confounds (e.g., type of loss, recruitment source). 
Assuming results are replicated, future research should investigate the relationship 
between religious coping and post-loss outcomes in African-American women. Previous 
literature suggests that coping and post-loss functioning are related: the use of religious coping 
in African-American women coping with early-stage breast cancer is inversely associated with 
depression and distress (Culver, et al., 2002). Positive religious coping is related to several 
mental and physical health outcomes including psychological adjustment to stress, self-esteem, 
positive affect, spiritual growth, and stress-related growth, according to a recent meta-analysis 
(Ano & Vasconcelles, 2005; Harrison, et al., 2001). Ano and Vasconcelles (2005) also found that 
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positive religious coping is negatively associated with depression, anxiety, and distress. 
Literature addressing the effects of positive and negative religious coping in African-American 
women, however, remains limited, and is currently non-existent in the area of pregnancy loss . 
• 
Therefore, future research should investigate the relationship among African-American 
-- ~ 
•-<'Women's use of general religious coping and positive religious coping and well-being following 
.. 
loss. Potential variables to examine can include those identified in 4Ano and Vasconcelles's 
(2005) meta-analysis (e.g., stress-related growth, spiritual growth, self-esteem), as well as 
outcomes more specific to pregnancy loss (e.g., grief intensity, future losses). 
The data informing this potential line of future research, however, is not entirely 
consistent. A study of AfriCan-American women coping with breast cancer revealed that 
positive religious coping was not associated with any measure of well-being used in the study, 
including mental well-being, depression, and life satisfaction (Hebert, Zdaniuk, Schulz, & 
Scheier, 2009). In addition, an examination of positive and negative religious coping in women 
following pregnancy loss (the race of this sample was not described) revealed that positive 
religious coping did not predict follow-up scores on the Perinatal Grief Scale (Cowchock, Lasker, 
Toedter, Skumanich, & Koenig, 2010). Whether this is the case in African-American women is 
currently unknown. Future researchers should also investigate the role of changes in religious 
coping use over time, as this may influence post-loss outcome satisfaction (Hebert, et al., 2009). 
Future directions in online recruitment 
The recruitment challenges experienced in the current study can inform future research 
in several ways. First, researchers should be aware of the recruitment potential of online 
support groups. The success we have had using this method is the result of creating a Facebook 
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group for the study (The Philadelphia Pregnancy loss Project: 
https:/ /www. facebook.com/pregloss). and networking with related support groups for several 
months prior to attempting any study advertising. 
.. -
The Facebook group for the study was created in June, 2011, and the first recruitment 
~ 
•• -;;;:;._effort on Facebook occurred in September, 2011. The interim was spent networking with other 
support groups by "liking" their posts, re-posting relevant links from1related groups, "tagging" a 
support group in a weekly "shout-out," emailing support group moderators to request their 
assistance in advertising the study, and posting appropriate images on the study page (e.g., 
pictures of blue and pink balloons or flowers). 
Once recruitment• efforts began, The Philadelphia Pregnancy loss Project had 
approximately 80 "followers," and had relationships with at least five other major support 
groups on Facebook (with "followings" of at least 500 women each). Therefore, study 
advertisements were easy to disseminate, and snowballing was a rapid result of online 
recruitment efforts. For example, in the first three days that followed the elimination of the 
hard-copy consent form requirement, 60 women initiated participation in the study. Other 
researchers could follow this method, keeping in mind the importance of networking with other 
support groups and maintaining a visual appearance and communication style that is consistent 
with the culture of online pregnancy loss support groups. 
A remaining question is why African-American women were so difficult to recruit 
despite the utilization of several recruitment methods that were broad, community-based and 
considered culturally-congruent (e.g., churches, flyers in high-trafficked, public areas). One 
explanation is the cultural difference between the research team and the targeted population-
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everyone on the research team identified as White. This was believed to be particularly 
problematic in engaging churches whose membership was largely African-American. Attempts 
at church requirement, which were made by email in the current study, had the lowest 
response rate of any recruitment method. Of note, the church recruitment method was 
A. 
effective when used by a researcher who identifies as African-America, and who had 
• professional contacts· and leadership support within the settings.she used for recruitment (Van, 
2011; Van & Melies, 2003). Cultural differences between the research team and African 
American women may have also hindered Ob/Gyn clinic recruitment, another largely 
ineffective recruitment method. In the absence of chart review privileges or direct care staff 
support (with the exception of the Women's Care Center), the research team was unable to 
~ 
engage potential participants in this setting. 
Even online, African American women responded to advertisements posted on 
pregnancy loss support group sites much less frequently than White women. The primary 
hypothesized cause of this disparity is that the African American women are highly 
underrepresented in online support groups for pregnancy loss. As previously mentioned, the 
author observed that very few online support group users appeared to be African American 
(based on visual information provided by users), and there are currently no pregnancy loss 
support groups that identify as being moderated by or targeted specifically to African 
Americans. The reason underlying this pattern, however, is unknown. It is possible that online 
pregnancy loss support groups are not culturally-congruent: many popular online groups post 
images of women, angels, and infants who appear to be White, and the majority of active 
posters on these groups use visual representations that appear to identify them as White. In 
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addition, many Facebook support groups for pregnancy loss are based in the U.K. and Australia, 
which may alienate African-American women. Of note, African American women appeared to 
be more responsive to study advertisements posted on pages that were not specific to 
pregnancy Joss (e.g., weight-loss and exercise pages that are targeted to African-American 
• 
~-women, polycystic ovary symptom support groups that have high participation from African 
American members). of'note, another target of future research may be to investigate the 
predictors and effects of African American women's support group use, both in-person and 
online, following pregnancy Joss. 
Given these considerations, researchers who do not identify as African-American are 
strongly advised to recruit research teams that have African-American members. Of equal 
r. 
importance, engaging direct care staff in medical clinics that provide services to African-
American women may be an extremely effective recruitment method (Kumanyika et al., 2011; 
Raynor et al., 2009). Non-African-American researchers may also consider using recruitment 
efforts that do not involve face-to-face interaction (i.e., online websites or targeted mailings). 
The limited research funding in the current project precluded the use of targeted mailings, but 
this technique and has been highly efficacious in recruiting African-American participants in 
other studies (Ouda et al., 2011; Raynor, et al., 2009; Spence & Oltmanns, 2011). Online 
advertisements should not be limited to posts on pregnancy loss support groups, but should 
target a wide range of potentially related web pages. 
4.6 Clinical implications and Conclusions 
The current study is among the first to examine African American women's coping 
strategies following pregnancy loss. Coping is thought to be clinically relevant as a potential 
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correlate or predictor of well-being following pregnancy loss. Results indicate that African-
American women report greater use of religious coping in general, and positive religious coping 
specially, compared with African American women. A non-significant trend in the predicted 
direction was found for the effect of race on support group use; African-American women 
. -
• .,.. reported slightly lower support group utilization following loss compared with White "women . 
.... 
No significant differences were found in avoidance or detachment use between African-,, 
American and White women. Given the likely relationship between coping and post-loss 
outcomes, knowledge about African-American women's coping strategies may have 
implications for clinical practice. 
Considering the lirwtations and factors that were effective in recruitment during this 
study, a future researcher seeking to replicate the current study's findings could improve upon 
the study's design by recruiting a culturally diverse research team for in-person, culturally-
appropriate community outreach, form successful partnerships with healthcare clinics that 
serve diverse women, seek culturally-relevant internet-based sources of recruitment (African-
American-focused websites, blogs, and Facebook groups}, obtain funding to offer potential 
participants a greater incentive to take part in the study, and use a shorter online questionnaire 
that participants can choose to complete over several sessions. 
Interventions 
If the results of the current study are replicated, a suggested future area for researchers 
and clinicians is to design culturally-congruent, efficacious interventions for African American 
women who experience a pregnancy loss, and to determine whether - and how - religious 
coping and positive religious coping should be integrated into these interventions. 
·--
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Although previous, qualitative studies suggest that African-American women are 
effected by pregnancy loss in similar ways to other groups (e.g., initial grief, desire for social 
support; Van and Melies, 2003; Kavanaugh and Hershberger, 2005), the needs of African 
American women following pregnancy loss have not been completely determined. For example, 
spiritual growth may be an important post-loss outcome in African American women. In 
... addition, this group· may benefit from church-based interventions, as compared to online 
• 
groups. This information should be determined, and can inform the selection of outcome 
measurements for intervention studies targeted to African-American women following 
pregnancy loss. Given the current limited knowledge about African-American women's support 
group use, the most efficacious format of intervention (i.e., individual, online, in-person support 
ji!t' 
group, bibliotherapy, church-based interventions) should also be investigated. Finally, if a 
relationship between religious coping and post-loss outcomes or functioning is found, clinicians 
might consider assessing African-American women's religious coping following loss to gauge 
women's level of adjustment or gain an better understanding of their care needs. 
Conclusions 
Pregnancy Joss, a frequently stressful and sometimes traumatic experience, is only one 
example of adverse medical events that differentially occur in ethnic minorities, particularly 
African Americans. Although the cause of the disparity in pregnancy Joss frequency has not 
been established, the leading theories about its etiology (e.g., greater depression and stress, 
and worse prenatal· care, in African American women) are all arguably byproducts of social 
inequality and racism in the United States. Because this study provides the groundwork for 
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research that may help inform care provider's practice, it is hoped that this study will ultimately 
contribute to improvements, and possibly reform, in health care for African American women . 
.. -
.. 
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Table 1: Demographics 
Socio-demoqraehic Characteristics [N = 1192 
Characteristic n % 
Race 
African American 26 21.8 
Caucasian 93 78.2 
• c;: ....... 
,..Ethnicity 
~-. 
Hispanic 9 7.56 
• 
Non-Hispanic 110 92.4 
Level of education (overall sample) 
Less than 12 years of school 4 3.4 
High school diploma/GED 20 16.8 
Some college 38 31.9 
~ 
College degree 31 26.1 
Some graduate school 3 2.5 
Graduate degree 22 18.5 
Level of education by race 
White 
less than 12 years of school 3 3.2 
High school diploma/GED 16 17.2 
Some college 25 26.9 
College degree 26 27.6 
Some graduate school 3 3.2 
Graduate degree 19 20.4 
African-American 
less than 12 years of school 1 3.8 
High school diploma/GED 4 15.3 
Some college 13 50 
College degree 5 19.2 
78 
Some graduate school 0 0 
Graduate degree 3 p.5 
Relationship status {overall sample} 
In a relationship 105 88.2 
Not in a relationship 14 11.8 
Relationship status by race 
....... white 
. ,.. 
In a relationship 87 93.5 
Not in a relationship 6 6.5 
African-American 
In a relationship 18 69.2 
Not in a relationship 8 30.1 
Relationship is supportive {overall sample} 
Yes 
c 
95 79.8 
No 10 8.4 
N/A 12 10.1 
Relationship is supportive by race 
White 
Yes 80 86.0 
No 7 7.5 
N/A 5 5.4 
African-American 
Yes 15 5.8 
No 3 3.2 
N/A 7 26.9 
Employment {overall sample} 
Employed 77 64.7 
Unemployed 43 35.3 
Employment by race 
79 
White 
Employed 59 • 63.4 
Unemployed 34 36.6 
African American 
Employed 18 69.2 
• 
~ 
Unemployed 8 30.8 
_::-..> 
c~,~rrently pregnant (overaU sample) 
Yes 21 17.6 
No 98 82.4 
Currently pregnant by race 
White 
Yes 18 19.4 
No 75 80.6 
African-American 
Yes 3 11.5 
No 23 88.5 
Characteristic in overall sam()le SD Range 
Age (years) 30.76 6.25 19-48 
Current spirituality level 3.32 1.18 1-5 
Current number of living children 0.98 1.10 0-5 
Number of prior miscarriages 0.66 1.01 0-5 
Number of prior stillbirths 0.36 0.19 0-5 
Number of prior therapeutic abortions 0.05 0.49 0-5 
Number of prior losses after delivery 0.03 0.21 0-2 
Number of prior elective abortions 0.20 0.57 0-3 
Number of living children at time of loss 0.76 1.04 0-5 
Number of living children since loss 0.28 0.47 0-2 
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• 
Characteristic in White sam1:1le M SD 
Age (years) 31.2 6.14 
Current spirituality level 3.32 1.18 
Current number of living children 1.03 1.13 
Number of prior miscarriages 0.76 1.09 
Number of prior stillbirths 0.47 0.21 
..., ~ 
Number of prior therapeutic abortions 0.01 0.11 
Number of prior losses after delivery 0.01 0.11 
Number of prior elective abortions 0.14 0.41 
Number of living children at time of loss 0.75 1.07 
Number of living children since loss 0.33 0.50 
Characteristic in African-American sam1:1le M SD 
Age (years) 29.08 6.45 
Current spirituality level 3.80 0.91 
Current number of living children 0.81 0.98 
Number of prior miscarriages 0.35 0.56 
Number of prior stillbirths 0.00 0.00 
Number of prior therapeutic abortions 0.20 1.00 
Number of prior losses after delivery 0.08 0.40 
Number of prior elective abortions 0.44 0.92 
Number of living children at time of loss 0.78 0.95 
Number of living children since loss 0.09 0.29 
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• 
Characteristic in overall sam[)le n % 
Religion 
Christian 42 35.3 
None 20 16.8 
Catholic 19 16 
Other 15 12.6 
Jewish 5 4.2 
J -~. 
Baptist 4 3.5 
·\ 
Episcopalian 2 1.7 
Agnostic 2 1.7 
Atheist 2 1.7 
Living children at time of loss 
Yes c 52 43.7 
No 67 56.3 
Living children since loss 
Yes 30 25.2 
No 89 74.8 
Characteristics in White sam[)le n % 
Religion 
Christian 29 31.1 
None 16 17.2 
Catholic 16 17.2 
Other 14 15.1 
Jewish 5 5.4 
Agnostic 2 2.2 
Atheist 2 2.2 
Episcopalian 1 1.1 
Baptist 0 0 
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Living children at time of loss 
Yes 40 43.0 
No 53 56.9 
Living children since loss 
Yes 27 29.0 
... 
No 66 70.9 
~ 
• 
. ..  
·I 
Characteristics in African-American samQie n % 
Religion 
Christian 13 so 
Baptist 4 15.3 
None If? 4 15.3 
Catholic 3 11.5 
Other 1 3.84 
Episcopalian 1 3.84 
Jewish 0 0 
Agnostic 0 0 
Atheist 0 0 
Living children at time of loss 
Yes 12 46.2 
No 14 53.8 
Living children since loss 
Yes 3 11.5 
No 23 88.5 
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~ 
Characteristic in overall sample n % 
Spirituality 
Not at all 11 9.2 
A little 17 14.3 
Somewhat 32 26.9 
• . 
·-
A lot 39 32.8 
• Extremely . .... 19 16.0 
• 
Point in which life begins 
Conception 82 68.9 
Some time during the pregnancy 23 19.3 
Birth 12 10.1 
History of mental health treatment 
Yes ...... 53 44.5 
No 66 55.5 
History of trauma 
Yes 68 57.1 
No 50 42.0 
Time since most recent loss 
6 months· 1 year 44 37.0 
1 · 2 years 36 30.3 
2 · 3 years 21 17.6 
3- 4 years 17 14. 
Type of most recent loss 
Stillbirth 34 28.6 
Therapeutic abortion 6 5.0 
Miscarriage 75 63.0 
Ectopic pregnancy 4 3.4 
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Characteristic in White sample n % 
Spirituality 
Not at all 9 9.7 
A little 16 17.2 
Somewhat 26 27.9 
A lot 29 31.2 
--
Extremely 13 13.9 
• 
.Point in which life begins 
;4floo .... , 
Conception 64 68.8 
Some time during the pregnancy 17 18.3 
Birth 10 10.8 
' 
History of mental health treatment 
Yes 43 46.2 
No 50 53.8 
History of trauma 
Yes 48 51.6 
No 45 48.4 
Time since most recent loss 
6 months- 1 year 36 38.7 
1- 2 years 28 30.1 
2- 3 years 16 17.2 
3-4 years 12 12.9 
Type of most recent loss 
Stillbirth 32 34.4 
Therapeutic abortion 3 3.2 
Miscarriage 56 60.2 
Ectopic pregnancy 2 2.2 
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Characteristic in African-American sam~le n % 
• 
Spirituality 
Not at all 0 0 
A little 2 7.7 
Somewhat 7 26.9 
A lot 10 38.5 
Extremely 6 23.1 
•-<7 
Point in which life begins 
- .. 
Conception 18 69.2 
Some time during the pregnancy 6 23.1 
Birth 2 7.7 
History of mental health treatment 
Yes 10 38.5 
No 
_,rr 16 61.5 
History of trauma 
Yes 20 76.9 
No 5 19.2 
Time since most recent loss 
6 months - 1 year 8 30.8 
1- 2 years 8 30.8 
2- 3 years 5 19.2 
3-4 years 5 19.2 
Type of most recent loss 
Stillbirth 2 7.7 
Therapeutic abortion 3 11.5 
Miscarriage 19 73.1 
Ectopic pregnancy 2 7.7 
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Table 2: Participant recruitment by race 
• 
Recruitment source n % 
African-American women 
Facebook 13 so 
Craigslist 9 34 
Direct recruitment (Ob/Gyn clinic) 2 8 
Other website 1 4 
~·-
.Snowballing . ., 1 4 
Flyer in Ob/Gyn clinic 0 0 
White women 
Face book 53 57 
Craigslist 8 7 
Direct recruitment (Ob/GYfl clinic) 0 0 
Other website 20 22 
Snowballing 10 11 
Flyer in Ob/Gyn clinic 1 1 
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Table 3: T-test results for the effect of race on the dependent variables 
• 
African-
American White t-value • df p (two-tailed) ,.z 
Religious coping* 3.21 2.43 -2.96 108 <.01 0.08 
Avoidance 1.68 1.53 -0.77 23.71 0.45 0.02 
Detachment 2.84 3.17 1.47 117 0.14 0.02 
Positive religious 3.07 2.07 -4.20 105 <.01 0.14 
• ..._ coping • 
~Negative religious 1.99- 2.01 0.09 105 0.93 
coping 
* Analyses that yielded statistically significant results 
Table 4: Crosstabulation of race and support group attendance 
Support Group 
Attendance 
Yes 
No 
.,..-,•-;, 
Note: p >.OS. 
Race 
African-
American 
6 
16 
-~. 
White I 
41 2.55 
48 
Table 5: Frequencies describing support group attendance by race 
n 
White/Caucasian 
Attended an in-person support group 17 
Attended online-only 24 
G 
Did not attend an support group 48 
Missing information 4 
African Americ_an/Biack 
Attended an in-person support group 4 
Attended online-only 2 
Did not attend an support group 16 
Missing information 4 
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p ([) 
0.11 0.15 
% 
18.28 
51.66 
25.81 
4.30 
15.38 
7.69 
61.54 
15.38 
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Table 6: Themes from qualitative analysiS for future research 
THEME . 
Doctors and Differences Effects of waiting room "What women want from 
nurses between nurses configurations on aftercare providers:" 
and doctors in women's loss What specific advice and 
terms of experiences supportive behavior is 
aftercare quality perceived as most and 
least helpful following 
•• ;Mr;:;io loss? 
Support'groups Effects of online Predictors of online Effects of online versus 
versus in-person versus in-person support in-person support groups 
support groups group use following on women's mental 
on women's pregnancy loss health following 
coping pregnancy loss 
Supportive "What to say" Relative roles of different Women's reactions 
others following supportive persons (e.g., others' advice following 
pregnancy loss: romantic partner versus pregnancy loss 
Women's friends) on women's 
perceptions'Of grief and healing process 
what constitutes following pregnancy loss 
an appropriate 
or inappropriate 
supportive 
comment 
• APPENDICES 
Appendix A: Measures 
DEMOGRAPHICS QUESTIONNAIRE 
Agreement to Participate 
You. are being invited to participate in the study" African American Wome~'s Experiences of. 
Pregnancy Loss: Examining Coping Strategies." This study is conducted by Dr. Pamela Geller, 
Ph~·[>~ and Efrat Eichenbaum, B.S. of the Drexel University Department of Psychology. To 
participate in the study, you must read this page and allow us to use your responses for 
research purposes. 
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In appreciation of your and other study volunteers' participation, the research team will make a 
single $150 donation to March of Dimes to thank you for sharing your experiences, and to 
benefit others who have experienced pregnancy loss. The donation will be made once we have 
finished recruiting participants. 
Purpose 
The purpose of this study is to find similarities and differences in how African American and 
non-Hispanic White women cope with pregnancy loss. 
To be eligible for the study, you must {a) be between the ages of 19-50, {b) identify as either 
White/Caucasian or Black/African American, and (c) have had an involuntary pregnancy loss (for 
example, a miscarriage, stillbirth, or therapeutic abortion) some time in the time period 
between 6 months and 4 years ago. Please note, if you have had a pregnancy loss more recently 
than 6 months ago, you are not eligible to participate in the study. 
Procedure 
If you participate in the study, you will be asked questions about your age, relationship status, 
religion and religious practices, education, race and ethnicity, number of children, number and 
types of previous pregnancy losses (including stillbirths, miscarriages, therapeutic abortions, 
elective abortions, and losses after delivery). date and type of your most recent loss, and things 
you did to cope from your pregnancy loss. 
It will take between 30 and 40 minutes to complete the questionnaire. 
Risks/Benefits 
Participating in this study poses no physical risk to you. There are no direct benefits to you from 
participating in this study. 
Privacy and Confidentiality 
All of your responses will be anonymous and confidential. We are not asking any questions 
about your name or any information that could reveal your identity. Your responses will be 
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stored in a secure, password-protected database. In any publication or presentation that results 
from this study, your responses will be combined with those of all of the other women who 
have completed the survey. 
Voluntary Nature of Participation 
Participating in the study is voluntary. You may choose not to participate, or you may stop 
participating after you begin responding to the survey questions. If you choose to stop 
participating after you begin the survey, simply close your browser window and your responses 
• ..::c::..will not be saved. However, when you complete the survey and click the button labeled "Done," 
,your responses will be sav_ed in the database. Because we will not have any identifying 
information in your responses, we will not be able to remove your re~ponses once you have 
submitted them. If you would like to have documentation that links you with this study, please 
contact the research team at ee68@drexel.edu or pg27@drexel.edu. 
Contact Information 
If you have any questions regarding this study, you may contact the Principal Investigator, Dr. 
Pamela Geller, Ph.D., or the research coordinator, Efrat Eichenbaum, B.S., at 215-762-7625. If 
you have any adverse reactions to the study, you may contact the Drexel University Office of 
Research Compliance at ~5-762-3452 . 
.. 
Consent 
By clicking "Yes, I agree and wish to participate" below, you are agreeing that you have read 
this cover page and you are voluntarily agreeing to participate in this research study. If you 
would not like to participate in the study, simply click "No, I do not agree to these terms" and 
you will exit the survey. You may wish to print a copy of this page for your records 
0 __ Yes, I agree and wish to participate 
0 __ No, I do not agree to these terms 
1. Age: __ 
2. Race (please check the answer that best applies to you) 
a. (Non-Hispanic) African-American/Black 
b. (Hispanic) African- American/Black 
c. (Non-Hispanic) White/ Caucasian 
d. (Hispanic) White/Caucasian 
3. Ethnicity (for example: Middle Eastern, Puerto Rican, Hispanic, Jewish, Eastern European, 
Mexican-American/Chicano, Russian, Western African :----------
4. Do you work outside the home? ___ (yes/no) 
(If "yes"), what is your position?-------------
5. What is the highest level of education you have completed?---------
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6. How did you find out about this study?~-----------
7. What is your religion? (religion with which you currently identify):----------
8. Rate how spiritual you feel you currently are (you do not need to be affiliated with a specific 
religion). Please circle one: 
Not at all 
1 
Somewhat 
2 3 4 
Extremely 
5 
9. If yot:fpractice religion on a regular basis, how often do you do the following per month: 
·-pray:_ (times per month) 
Attend religious services: __ (times per month) 
Participate in other activities at your place of worship {besides attending services): __ 
(times per month) 
10. In thinking about your religion or personal values, when do you believe that life begins (for 
example: at birth, at conception, when a person's heart starts beating)?: 
~ 
11. Are you currently involved in an intimate, long-term relationship? ___ (yes/no) 
If so, do you feel that you get emotional support from this person? _____ _ 
12. Are you currently pregnant? (yes/no) 
13. How many living children do you currently have? ___ _ 
14. Have you ever suffered from or been diagnosed with any mental health problem (for 
example, panic attacks, anxiety, depression, alcohol or drug abuse, etc)?: 
Yes If yes, please describe:-------------
No 
15. Sometimes things happen to people that are extremely upsetting-things like being 
in a life threatening situation like a major disaster, very serious accident or fire; being physically 
assaulted or raped; seeing another person killed or dead, or badly hurt, or hearing about 
something horrible that has happened to someone you are close to. At any time during your 
life, have any of these kinds ofthings happened to you? (yes/no). 
{If yes): Could you please name the event, and what age you were when the event(s) took 
place? If more than one extremely upsetting thing happened to you, such as the events I 
mentioned earlier, please name each event. 
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16. We would like to know about infant and child losses that you may have had other 
thon your most recent loss. Please write down the number of each type of loss that you have 
experienced (not including your most recent loss). If you have not had any losses beside your 
most recent loss, please write "0" on each line: 
...... ~ 
Number of prior miscarriages:-=-= 
Number of prior stillbirths: __ 
Number of prior therapeutic abortions (abortions performed for medical reasons): __ 
Number of prior losses of a child after delivery: __ _ 
The age of the child(ren) at time of each loss:---------
Number of prior elective abortions (abortions performed for non-medical reasons): __ 
Part 2: 
I am now going to ask you some questions about your most recent pregnancy loss. Some of 
these questions can be answered with a "yes" or "no," some by circling the answer that best 
applies to you, and other questions are open-ended. By asking these questions, I hope to get 
your story about your loss and to learn how you coped and healed from this experience. Again, 
please let me know if you feel uncomfortable or upset at any time. 
17. Month and year of your (most recent) loss:--------------
18. What type of pregnancy loss did you have most recently? (for example, miscarriage, 
stillbirth, therapeutic abortion):---------------------
19. At the time of your most recent pregnancy loss, did you have a supportive person in 
your life who helped you cope with the loss? (yes/no) 
(If "yes"), who was this supportive person (or people)?------------
20. Did you have any living children at the time of your most recent pregnancy loss? 
__ (yes/no} 
(If "yes"), how many?----
21. Have you had any children since your most recent pregnancy loss? __ (yes/no) 
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(if "yes"), how many? ____ • 
22. Different women talk about their pregnancy loss in different ways. For example, 
some women name the lost infant, while others prefer the term "the baby," "my child," or 
"him" or "her." Do you have a preferred name or term for your lost pregnancy? ___ _ 
(yes/no) 
(if "yes"), what is your preferred name or term?-------
' 
OPEN ENDED QUESTION: 
... 
What has helped you the most in dealing with your feelings and responses, from immediately 
after the loss until now? 
HOGAN GRIEF REACTION CHECKLIST 
We will now ask you to fill out some questionnaires. This first questionnaire consists of a list of 
thoughts and feelings that you may have had after your pregnancy loss. Please choose the 
number that best describes the way you .felt during the first six months after your pregnancy 
loss. Circle the number beside the statement that best describes you, without skipping any 
items. 
1 =Does not describe me at all 
2 =Does not quite describe me 
3 = Describes me fairly well 
4= Describes me well 
S = Describers me very well 
1. My hopes were shattered 
2. I learned to cope better with life 
3. I had little control over my sadness 
4. I didn't believe I will ever be happy again 
5. I was preoccupied with feeling worthless 
6. I felt as though I became a better person 
Not at Does Not Fairly Describes Very 
All Describe Me Well Me Well Well 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
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7. I believed I should have died and he or she 1 2 3 4 5 
should have lived 
8. I had a better outlook on life 1 2 3 4 5 
9. I felt a heaviness in my heart 1 2 3 4 5 
10. I wanted to die to be with him or her 1 2 3 4 5 
11. I had more compassion for others 1 2 3 4 5 
12. I was confused about who I am 1 2 3 4 5 
13. I lost my confidence 1 2 3 4 5 
'14~ I became stronger because of the grief I 1 2 3 4 5 
have experienced -~· 
15. I felt like I was in shock 1 2 3 4 5 
16. I felt unable to cope 1 2 3 4 5 
17. I agonized over his or her death 1 2 3 4 5 
18. I became a more forgiving person 1 2 3 4 5 
19.1 felt like I was walking in my sleep 1 2 3 4 5 
20. I avoided tenderness 1 2 3 4 5 
21. I become more tolerant of myself 1 2 3 4 5 
22. I had difficulty accepting the 1 2 3 4 5 
permanence of the death r. 
23. I became more tolerant of others 1 2 3 4 5 
24. I felt like I didn't know myself 1 2 3 4 5 
25. I had hope for the future 1 2 3 4 5 
26. I reached a turning point where I began to 1 2 3 4 5 
let go of some of my grief 
27. I felt hopeless 1 2 3 4 5 
28. I was afraid that I will lose control 1 2 3 4 5 
29. I felt detached from others 1 2 3 4 5 
30. I frequently cried 1 2 3 4 5 
31. I startled easily 1 2 3 4 5 
32. I ached with loneliness 1 2 3 4 5 
33. I had more good days than bad 1 2 3 4 5 
34. I cared more deeply for others 1 2 3 4 5 
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• Brief COPE 
These items deal with ways you coped with the stress in your life since you had a pregnancy 
loss (so, not just in the first 6 months after the loss). Different people deal with the loss of a 
loved one in different ways, but I am interested in how you coped with your loss. Each item says 
something about a particular way of coping. Please tell me to what extent you've been doing 
what the item says (how much or how frequently). Please don't answer on the basis of what 
worked or not- just whether or not you did it. 
~ ~."'4-
1= Not at all 
..... ,..._ 
2 =I did this a little bit 
3= I did this a medium amount 
4= I did this a lot 
1. I turned to work or other activities to take my 
mind offthings. 
2. I concentrated my efforts on doing something 
about the situation I'm in. ... 
3. I said to myself, "this isn't real." 
4. I got emotional support from others. 
5. I gave up trying to deal with it 
6. I took action to try to make the situation better. 
7. I refused to believe that it happened. 
8. I got help and advice from other people. 
9. I got comfort and understanding from someone. 
10. I gave up the attempt to cope. 
11. I did something to think about it less, such as 
going to movies, watching TV, reading, daydreaming, 
sleeping, or shopping. 
12. I accepted the reality of the fact that it happened 
13. I tried to find comfort in my religion or spiritual 
beliefs. 
14. I tried to get advice or help from other people 
about what to do. 
15. I learned to live with it 
16. I prayed or meditated 
·l 
Not at A A Medium A 
All Little Bit Amount Lot 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
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Brief RCOPE 
The following items also deal with ways you coped with your most recent pregnancy loss. 
Again, please tell me how much or how frequently you did what the item says, not whether it 
worked or not. These questions are asking about things you did any time after the loss, not just 
in the first six months. 
• The phrase "higher power" and "power greater than myself" refer to a belief in a 
.J~gious/spiritual entity. '-
• 1= Not at all . .. 
2 = I did this a little bit 
3 = I did this a medium amount 
4 = I did this a lot 
1. I looked for a stronger connection with a power 
greater than myself. 
2. I sought the love and care of a higher power. 
3. I sought help from a pow~r greater than myself in 
letting go of my anger. 
4. I tried to put my plans into action together with a 
higher power. 
5. I tried to see how a power greater than myself 
might be trying to strengthen me in this situation 
6. I asked forgiveness of my sins. 
7. I focused on religion to stop worrying about my 
problems. 
8. I wondered whether a higher power had 
abandoned me. 
9. I felt punished by a power greater than myself for 
my lack of devotion. 
10. I wondered what I did for a higher power to 
punish me. 
11. I questioned my higher power's love for me. 
12. I wondered whether my place of worship (e.g., 
church) had abandoned me. 
13. I decided some evil force made this happen 
14. I questioned the power of a religious/spiritual 
higher power. 
• 
Not at A A Medium A 
All little Bit Amount lot 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
WAYS OF COPING 
Please tell me to what extent you did what the item says (how much or how frequently) after 
your pregnancy loss. 
'0= Not used/ Not at all 
1= Used somewhat 
• 2="Used quite a bit 
• -3= Used a great deal 
- .. 
1. I talked to someone to find out more about the 
situation 
2. I hoped a miracle would happen 
3. I slept more than I usually do 
4. I accepted sympathy and understanding from 
someone. 
5. I got professional help. 
6. I talked to someone wh~ could do something 
concrete about the problem. 
7. I tried to make myself feel better by eating, 
smoking, using medication, etc. 
8. I avoided being with people in general. 
9. I asked a relative or friend I respected for advice. 
10. I talked to someone about how I was feeling. 
11. I took it out on other people. 
12. I refused to believe that it had happened. 
13. I wished that the situation would go away or 
somehow be over with. 
14. I had fantasies or wishes about how things might 
turn out. 
Not at All/ Quite A Great 
Not Used Somewhat a Bit Deal 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
0 1 2 3 
98 
• 
--
99 
• 
SUPPORT GROUP ATTENDANCE QUESTIONNAIRE: 
1. Have you ever heard about pregnancy-loss support groups (such as SHARE, 
Heartstrings, etc.)? ____ (yes/no) 
2. (If "yes"), what have you heard? 
• 
3. Has anyone you know ever attended a pregnancy-loss support group? 
___ (yes/no) 
4. Did you attend a pregnancy-loss support group after your most recent pregnancy 
loss? ____ (yes/no) 
5. (If "yes"), did you find that the group was useful in helping you cope or heal from 
' 
your pregnancy loss?_'-_··------------------------
OPEN ENDED QUESTION: 
What would have been helpful for your spouse/partner, family, friends, .religious/spiritual 
leaders, and church "family" or congregation to know or do to help you after your pregnancy 
loss? 
Is there anything else you want us to know about your pregnancy loss story/ experience? Was 
there anything your doctors and nurses did particularly well, or anything they did that 
disappointed you, after your most recent loss? 
